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SECTION I - INTRODUCTION

A.  INTRODUCTION

This new edition of the Kentucky Medicaid Program Adult Day Health Care
Services Manual has been formulated with the intention of providing you,
the provider, with a useful tool for interpreting the procedures and poli-
cies of the Kentucky Medicaid Program. It has been designed to facili-
tate the processing of your claims for services provided to qualified
recipients of Medicaid.

This manual is intended to provide basic information concerning coverage,
billing, and policy. It will assist you in understanding what procedures
are reimbursable, and will also enable you to have your claims processed
with a minimum of time involved in processing rejections and making inqui-
ries. It has been arranged in a loose-leaf format, with a decimal page
numbering system which will allow policy and procedural changes to be
transmitted to you in a form which may be immediately incorporated into
the manual (i.e., page 7.6 might be replaced by new pages 7.6 and 7.7).

Precise adherence to policy is imperative. In order that your claims may
be processed quickly and efficiently, it is extremely important that you
follow the policies as described in this manual. Any questions concern-
ing general agency policy should be directed to the Office of the Commis-
sioner, Department for Medicaid Services, Cabinet for Human Resources,

275 East Main Street, Frankfort, Kentucky 40621, or Phone (502)

564-4321. Questions concerning the application or interpretation of agen-
cy policy with regard to individual services should be directed to the
Division of Program Services, Department for Medicaid Services, Cabinet
for Human Resources, 275 East Main Street, Frankfort, Kentucky 40621, or
Phone (502) 564-6890. Questions concerning billing procedures or the
specific status of claims should be directed to EDS, P.0. Box 2009, Frank-
fort, KY 40602, or Phone (800) 756-7557 or (502) 227-2525. :
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B. Fiscal Agent

Effective December 1, 1983, Electronic Data Systems (EDS) began providing
fiscal agent services for the operation of the Kentucky Medicaid Manage-
ment Information System (MMIS). EDS receives and processes all claims
for medical services provided to Kentucky Medicaid recipients.
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II. KENTUCKY MEDICAID PROGRAM

A‘

General Information

The Kentucky Medicaid Program is administered by the Cabinet for Human
Resources, Department for Medicaid Services. The Medicaid Program,
identified as Title XIX of the Social Security Act, was enacted in
1965, and operates according to a State Plan approved by the U.S. De-
partment of Health and Human Services.

Title XIX is a joint Federal and State assistance program which pro-
vides payment for certain medical services rendered to Kentucky recipi-
ents who lack sufficient income or other resources to meet the cost of
such care. The basic objective of the Kentucky Medicaid Program is to
aid the medically indigent of Kentucky in obtaining quality medical
care.

As a provider of medical services, you must be aware that the Depart-
ment for Medicaid Services is bound by both Federal and State statutes
and regulations governing the administration of the State Plan. The
Department shall not reimburse you for any services not covered by the
plan. The state cannot be reimbursed by the federal government for
monies improperly paid to providers of non-covered unallowable medical
services.

The Kentucky Medicaid Program, Title XIX, Medicaid, is not to be con-
fused with Medicare. Medicare is a Federal provision, identified as
Title XVIII, basically serving persons 65 years of age and older, and
some disabled persons under that age. The Kentucky Medicaid Program
serves eligible recipients of all ages. :
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B. Administrative Structure

The Department for Medicaid Services, within the Cabinet for Human
Resources, bears the responsibility for developing, maintaining, and
administering the policies and procedures, scopes of benefits, and
basis for reimbursement for the medical care aspects of the Program.
The Department for Medicaid Services makes the actual payments to the
providers of medical services, who have submitted claims for services
within the scope of covered benefits which have been rendered to eligi-
ble recipients.

Determination of the eligibility status of individuals and families
for Medicaid benefits is a responsibility of the local Department for
Social Insurance Offices, located in each county of the state.

C. Advisory Council

The Kentucky Medicaid Program is guided in policy-making decisions by
the Advisory Council for Medical Assistance. In accordance with the
conditions set forth in KRS 205.540, the Council is composed of seven-
teen members, including the Secretary of the Cabinet for Human Resourc-
es, who serves as an ex officio member. The remaining sixteen members
are appointed by the Governor to four-year terms. Nine members repre-
sent the various professional groups providing services to Program
recipients, and are appointed from a list of three nominees submitted
by the applicable professional associations. The other seven member
are lay citizens.

In accordance with the statutes, the Advisory Council meets at least
every three months and as often as deemed necessary to accomplish
their objectives.

In addition to the Advisory Council, the statutes make provision for a
five-member technical advisory committee for certain provider groups
and recipients. Membership on the technical advisory committees is
decided by the professional organization that the technical advisory
committee represents. The technical advisory committees provide for a
broad professional representation to the Advisory Council.
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As necessary, the Advisory Council appoints subcommittees or ad hoc
committees responsible for studying specific issues and reporting
their findings and recommendations to the Council.

D. Policy

The basic objective of the Kentucky Medicaid Program is to assure the
availability and accessibility of quality medical care to eligible
Program recipients.

The 1967 amendments to the Social Security Law stipulates that Title
XIX Program have secondary liability for medical costs of Program re-
cipients. That is, if the patient has an insurance policy, veteran's
coverage, or other third party coverage of medical expenses, that par-
ty is primarily liable for the patient's medical expenses. The Medi-
caid Program has secondary liability. Accordingly, the provider of
service shall seek reimbursement from such third party groups for medi-
cal services rendered. If you, as the provider, should receive pay-
ment from Medicaid before knowing of the third party's liability, a
refund of that payment amount should be made to Medicaid, as the
amount payable by the Department shall be reduced by the amount of the
third party obligation.

In addition to statutory and regulatory provisions, several specific

policies have been established through the assistance of professional
advisory committees. Principally, some of these policies are as fol-
Tows:

A1l participating providers must agree to provide services in compli-
ance with federal and state statutes regardless of sex, race, creed,
religion, national origin, handicap or age.

TRANSMITTAL #8 Page 2.3



CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES
ADULT DAY HEALTH CARE SERVICES MANUAL

SECTION IT - KENTUCKY MEDICAID

Each medical professional is given the choice of whether or not to
participate in the Kentucky Medicaid Program. From those profession-
als who have chosen to participate, the recipient may choose the one
from whom he wishes to receive his medical care.

When the Department make payment for a covered services and the provid-
er accepts the payment made by the Department in accordance with the
Department's fee structure, the amounts paid shall be considered pay-
ment in full; and no bill for the same service shall be tendered to

the recipient, or payment for the same service accepted from the recip-
ient.

Providers of medical service attest by their signatures (not facsimi-
les) that the presented claims are valid and in good faith. Fraudu-
lent claims are punishable by fine and imprisonment.

A1l claims and substantiating records are auditable by both the Govern-
ment of the United States and the Commonwealth of Kentucky.

A1l claims and payments are subject to rules and regulations issued
from time to time by appropriate levels of federal and state legisla-
tive, judiciary and administrative branches.

A1 services to recipients of this Program shall be on a level of care
at least equal to that extended private patients, and normally expect-
ed of a person serving the public in a professional capacity.

A1l recipients of this Program are entitled to the same level of confi-
dentiality accorded patients NOT eligible for Medicaid benefits.

Professional services shall be periodically reviewed by peer groups
within a given medical speciality.
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A1l services are reviewed for recipients and provider abuse. Willful
abuse by the provider may result in his suspension from Program partic-
ipation. Abuse by the recipient may result in surveillance of the
payable services he receives.

No claim may be paid for services outside the scope of allowable bene-
fits within a particular specialty. Likewise, no claims will be paid
‘for services that required, but did not have, prior authorization by
the Kentucky Medicaid Program.

No claims may be paid for medically unnecessary items, services, or
supplies.

When a recipient makes payment for a covered service, and that payment
is accepted by the provider as either partial payment of payment in
full for that service, no responsibility for reimbursement shall at-
tach to the Cabinet and no bill for the same service shall be paid by
the Cabinet.

E. Public Law 92-603 (As Amended)

Section 1909. (a) Whoever--
(1) knowingly and willfully makes or causes to be made any
false statement or representation of a material fact in
any application for any benefit or payment under a
State plan approved under this title,
(2) at any time knowingly and willfully makes or causes to
be made any false statement or representation of a ma-
terial fact for use in determining rights to such bene-
fit or payment,
(3) having knowledge of the occurrence of any event affect-
ing
(A) his initial or continued right to any such benefit
or payment, or

(B) the initial or continued right to any such benefit
or payment of any other individual in whose behalf
he has applied for or is receiving such benefit or
payment, conceals or fails to disclose such event
with an intent fraudulently to secure such benefit
or payment either in a greater amount or quantity
than is due or when no such benefit or payment is
authorized, or
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(4) having made application to receive any such benefit or
payment for the use and benefit of another and having
received it, knowingly and willfully converts such bene-
fit or payment or any part thereof to a use other than
for the use and benefit of such other person.

shall (i) in the case of such a statement, representation, con-
cealment, failure, or conversion by any person in connection with
the furnishing (by that person) of items or services for which
payment is or may be made under this title, be guilty of a felony
and upon conviction thereof fined not more than $25,000 or impris-
oned for not more than five years or both, or (ii) in the case of
such a statement, representation, concealment, failure, or conver-
sion by any other person, be guilty of a misdemeanor and upon con-
viction thereof fined not more than $10,000 or imprisoned for not
more than one year, or both. In addition, in any case where an
individual who is otherwise eligible for assistance under a State
plan approved under this title is convicted of an offense under
the preceding provisions of this subsection, the State may at its
option (notwithstanding any other provision of this title or of
such plan) limit, restrict, or suspend the eligibility of that
individual for such period (not exceeding one year) as it deems
appropriate; but the imposition of a limitation, restriction, or
suspension with respect to the eligibility of any individual un-
der this sentence shall not affect the eligibility of any other
person for assistance under the plan, regardless of the relation-
ship between that individual and such other person.
(b){(1) Whoever knowingly and willfully solicits or receives
any remuneration (including any kickback, bribe, or rebate) di-
rectly or indirectly, overtly or covertly, in cash or in kind--,
(A) in return for referring an individual to a person
for the furnishing or arranging for the furnishing of any
item or service for which payment may be made in whole or in
part under this title, or
(B) 1in return for purchasing, leasing, ordering, or
arranging for or recommending purchasing, leasing, or
. ordering any good, facility, service, or item for which
‘ p?yment may be made in whole or in part under this ti-
tie,
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shall be guilty of a felony and upon conviction thereof, shall be
fined not more than $25,000 or imprisoned for not more than five
years, or both.

(2)

Whoever knowingly and willfully offers or pays any remu-

neration (including any kickback, bribe, or rebate) directly or
indirectly, overtly or covertly, in cash or in kind to any person
to induce such person--

(3)

(c)

(A) to refer an individual to a person for the furnish-
ing or arranging for the furnishing of any item or
service for which payment may be made in whole or
in part under this title, or

(B) to purchase, lease, order, or arrange for or recom-
mend purchasing, leasing, or ordering any good,
facility, service, or item for which payment may
be made. in whole or in part under this title,
shall be guilty of a felony and upon conviction
thereof shall be fined not more than $25,000 or
imprisoned for not more than five years, or both.

Paragraphs (1) and (2) shall not apply to—-

(A) a discount or other reduction in price obtained by
a provider of services or other entity under this
title if the reduction in price is properly dis-
closed and appropriately reflected in the costs
claimed or charges made by the provider or entity
under this title; and

(B) any amount paid by an employer to an employee (who
has a bona fide employment relationship with such
employer) for employment in the provision of cov-
ered items or services. '

Whoever knowingly and willfully makes or causes to be

made, or induces or seeks to induce the making of, any

false statement or representation of a material fact
with respect to the conditions or operations of any
institution or facility in order that such institution
or facility may qualify (either upon initial certifica-
tion or upon recertification) as a hospital, skilled
nursing facility, intermediate care facility, or home
health agency (as those terms are employed in this ti-
tle) shall be guilty of a felony and upon conviction
thereof shall be fined not more than $25,000 or impris-
oned for not more than five years, or both.

TRANSMITTAL #8

Page 2.7



CABINET FOR HUMAN RESOURCES

DEPARTMENT FOR

MEDICAID SERVICES
ADULT DAY HEALTH CARE SERVICES MANUAL

SECTION II - KENTUCKY MEDICAID

(d) Whoever knowingly and willfully--

(1) charges, for any service provided to a patient under a
State plan approved under this title, money or other considera-
tion at a rate in excess of the rates established by the State, or

(2) charges, solicits, accepts, or receives, in addition to
any amount otherwise required to be paid under a State plan ap-
proved under this title, any gift, money, donation, or other con-
sideration (other than a charitable, religious, or philanthropic
contribution from an organization or from a person unrelated to
the patient)--

(A) as a precondition of admitting a patient to a hospi-
tal, skilled nursing facility, or intermediate care facili-
ty, or

(B) as a requirement for the patient's continued stay
in such a facility,

when the cost of the services provided therein to the patient is
paid for (in whole or in part) under the State plan, shall be
guilty of a felony and upon conviction thereof shall be fined not
more than $25,000 or imprisoned for not more than five years, or
both.
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ITI. CONDITIONS OF PARTICIPATION
A. Definition of Adult Day Health Care

Adult Day Health Care is a program of services provided under health
leadership in an ambulatory care setting for adults who due to physi-
cal or mental impairment, are not capable of full time independent
living. Participants in the Adult Day Health Care Program must meet
all eligibility requirements under the Home and Community Based Ser-
vices Waiver and be referred to the Adult Day Health Care Program by
the Home and Community Based Services Provider and their attending
physician. The essential elements of a day health care program are
directed toward meeting the health maintenance and restoration needs
of the recipient. However, there are socialization elements in the
program which relate to the isolation so often associated with ill-
ness in the aged and disabled, and which are considered vital for
the purpose of fostering and maintaining the maximum possible state
of health and well being.

Licensed Adult Day Health Care Centers, including long term care
facilities which are appropriately licensed in Kentucky for the pro-
vision of adult day health care services, may be certified for par-
ticipation in the Medicaid. The Center must have obtained a certifi-
cate of need, from the Conmission for Health Economics Control and
have met the requirements for licensure as Adult Day Health Care
services. Participating centers shall required to meet all applica-
ble federal, state, and local requirements.

B. Application for Participation
In order to participate in the Home and Community Based Services
Program as a provider of adult day health care, the center must com-
plete an application to participate which includes:

1. Application for Participation (MAP-343); and
2. Provider Information Sheet (MAP-344)
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Additionally, the Adult Day Health Care Center must submit a verifi-
cation of current license. Both copies of the MAP-343, the MAP-344,
a Statement related to services and charges, and the license verifi-
cation, are to be submitted to:

Division of Program Services
ATTN: Provider Enrollment
Department for Medicaid Services
Cabinet for Human Resources

275 East Main Street

Frankfort, KY 40621

The yellow copy of the Application for Participation (MAP-343), will
be returned to the center along with a cover letter indicating the
provider number and effective date of participation. Questions re-
garding enroliment may be addressed to Provider Enrollment, Depart-
ment for Medicaid Services, 275 East Main Street, Frankfort, Ken-
tucky 40621 or Phone (502) 564-3476. :

Services must be furnished by the participating Adult Day Health
Care Center or by others under approved contractual arrangements
with the Center. Only those arrangements or contracts made by the
Adult Day Health Care Center with another health organization or
individual approved by the Division of Licensing and Regulations
will be acceptable by Medicaid. Arrangements made by an Adult Day
Health Care Center with others to provide services must be stipulat-
ed in such a way that receipt of payment by the Adult Day Health
Care Center for the service (whether in its own right or as an
agent) discharges the liability of the recipient or Medicaid to make
any additional payment for such services.

The Home-and Community-Based Program and Provision of Adult Day
Health Care Services as a Part of that Program

Adult Day Health Care Services are only covered as a part of the
Home-and Community-Based (HCB) Program. HCB Program services provid-
ed by Medicaid certified HCB Program providers shall be payable by
the Medicaid Program, when provided to Medicaid recipients who have
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been determined by the Professional Review Organization (PRO) to
meet the level of care for Nursing Facility services, and have been
prior authorized by the Department for Medicaid Services to receive
HCB Program Services. The physician shall order the services and
certify that if waiver services were not available, he would order
Nursing Facility services, and the individual would be admitted in
the immediate future.

It shall be the responsibility of the Home-and Community-Based (HCB)
provider to initiate the assessment and certification process to
determine whether the recipient is eligible to receive HCB services
including Adult Day Health Care. The HCB provider shall:

1. Obtain the physician's orders for services and certifica-
tion regarding need for nursing facility level of care,

2. Obtain the Tevel of care determination by the professional
review organization, and

3. Obtain prior authorization to provide the HCB services
from the Department for Medicaid Services.

The HCB provider shall be responsible for providing all HCB recipi-
ents at least one case management contact per month (every 30-31
days) to assess the service delivery. This contact may be by tele-
phone or face-to-face. However, a face-to-face contact with the
recipient shall be made at least every other month. The face-to-
face contact with the adult day health care recipient may be made
while the recipient is at the adult day health care center.

The HCB provider shall provide reassessment and recertification re-
garding the continuing need for HCB services at least every six (6)
months. The same general procedures used for the initial assessment
apply to the reassessment. Medicaid reimbursement shall not be
available for any waiver service (including Adult Day Health Care)
provided during any period of time that the recipient is not covered
by a valid Level of Care Certification or has not been reassessed
and prior authorized. Additionally, if more than sixty (60) days
have elapsed since the end of the previous certification period, the
recipient will be considered terminated from the HCB Program.

It shall also be the responsibility of the Adult Day Health Care
provider to assure that all HCB recipients receiving Adult Day
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Hea;th Care Services have been appropriately reassessed and recerti-
fied.

Although the HCB provider shall arrange for the provision of the
Adult Day Health Care Services the HCB provider shall develop its
own plan of treatment for the services provided to the recipient in
accordance with the care need findings of the comprehensive assess-
ment and the physician's orders. (Information obtained through the
initial assessment shall be used in conjunction with any additional
information.) '

Reimbursement shall be made directly to the adult day health care
provider for Adult Day Health Care Services provided by the Center.

Adult Day Health Care Services are to be furnished to Medicaid recip-
ients eligible under the Waiver by members of the health team in the

adult day health care center. The health team should include but

not be limited to the following: Physician, Registered Nurse, Activ-
ities Director, Physical Therapist, Speech Pathologist, Social Work-

er, Nutritionist, Health Aide, and Occupational Therapist (if avail-

able).

1. Plan of Treatment

Adult Day Health Care Services are provided to Medicaid recipi-
ents eligible under the waiver in accordance with a physician's
plan of treatment for Adult Day Health Care Services.

The plan of treatment developed by the physician in consulta-
tion with appropriate agency staff shall cover all pertinent
diagnoses, mental status, types of services required, frequency
of visits to the center, prognosis, rehabilitation potential,
functional limitations, activities permitted, nutritional re-
quirements, medications, and treatments, any safety measures to
protect against injury, instructions for timely discharge or
referral, and any other appropriate items. Any additions or
modifications to the original plan of treatment are to be indi-
cated on a change of order form, signed by the physician and
included in the recertification. Orders for therapy services
are to include the specific procedures and modalities to be
used and the amount, frequency and duration of such therapy
service. Individual plans would need to be developed for thera-
py services.
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CONFORMANCE WITH PHYSICIAN'S ORDERS: Drugs and treatments are
administered by Center staff only as ordered by the physician.
The nurse or therapist shall immediately record and sign oral
orders and obtain the physician's countersignature as soon as
possible. Center staff shall evaluate and monitor all patient
medications for possible adverse reactions, significant side
effects, drug allergies, and contraindicated medication, and
promptly report any problems to the physician.

REVIEW OF PLAN OF TREATMENT: The total plan of treatment shall
be reviewed by the recipient's physician and Center personnel
as often as every 90 days. Included in the review of the plan
of care shall be the physician's certification or recertifica-
tion of the need for continued care.

Responsibility for assuring that the Adult Day Health Care Ser-
vices continue to maintain the recipient at the maximum level
possible will be assumed by the physician and the Health Team.
Evaluations should be made at the time of recertification, or
earlier, if the severity of the recipient's illness indicates
the need for institutionalization or another type of care.

Should a recipient’s condition become such that a different

type of care would be more beneficial, the Center staff shall
make the necessary transfer or referral and advise the Home and
Community Based Services Provider of such referral or trans-
fer. The Home and Community Based Services Provider shall noti-
fy the Department for Medicaid Services.
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Termination of Provider Participation

907 KAR 1:220 regulates the terms and conditions of provider partici-
pation and procedures for provider appeals. The Cabinet for Human
Resources determines the terms and conditions for participation of
vendors in the Kentucky Medicaid Program and may suspend, terminate,
deny or not renew a vendor's provider agreement for “good cause."
"Good cause" is defined as:

1. Misrepresenting or concealing facts in order to receive or to
enable others to receive benefits;

2. Furnishing or ordering services under Medicaid that are substan-
tially in excess of the recipient's needs or that fail to meet
professionally recognized health care standards;

3. Misrepresenting factors concerning a facility's qualifications
as a provider;

4, Failure to comply with the terms and conditions for vendor par-
ticipation in the program and to effectively render service to
recipients; or

5. Submitting false or questionable charges to the agency.
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The Kentucky Medicaid Program shall notify a provider in writing at
least thirty (30) days prior to the effective date of any decision

to terminate, suspend, deny or not renew a provider agreement. The
notice will state:

1. The reasons for the decision;
2. The effective date;

3. The extent of its applicability to participation in the Medi-
caid Program;

4. The earliest date on which the Cabinet will aécept a request
for reinstatement;

5. The requirements and procedures for reinstatement; and
6. The appeal rights available to the excluded party.

The provider receiving such notice may request an evidentiary hear-
ing. The request must be in writing and made within five (5) days
of receipt of the notice.

The hearing shall be held within thirty (30) days of receipt of the
written request, and a decision shall be rendered within thirty (30)
days from the date all evidence and testimony is submitted. Techni-
cal rules of evidence shall not apply. The hearing shall be held
before an impartial decision-maker appointed by the Secretary for
Human Resources. When an evidentiary hearing is held, the provider
is entitled to the following:

1. Timely written notice as to the basis of the adverse decision
and disclosure of the evidence upon which the decision was
based;

2. An opportunity to appear in person and introduce evidence to
refute the basis of the adverse decision;

3. Counsel representing the provider;
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4.  An opportunity to be heard in person, to call witnesses, and to
introduce documentary and other demonstrative evidence; and

5. An opportunity to cross-examine witnesses.

The written decision of the impartial hearing officer shall state

the reasons for the decision and the evidence upon which the determi-
nation is based. The decision of the hearing officer is the final
decision of the Cabinet for Human Resources.

These procedures apply to any individual provider who has received
notice from the Cabinet of termination, suspension, denial or
nonrenewal of the provider agreement or of suspension from the Ken-
tucky Medicaid Program, except in the case of an adverse action tak-
en under Title XVIII (Medicare), binding upon the Medicaid Program. -
Adverse action taken against an individual provider under Medicare
must be appealed through Medicare procedures.

Change of Ownership

The Adult Day Health Care Provider shall complete new participation
agreement forms whenever the agency has a change of ownership. The
information and forms necessary to complete the application to par-
ticipate in the Medicaid are:

1. Application for Participation (MAP-343); and

2. Provider Information Sheet (MAP-344); and

3. Verification of current Adult Day Health Care license.

These forms shall be submitted along with a cover letter stating

that this represents a change of ownership, giving the old agency,
the name of the new agency and the effective date of the change.
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Disclosure of Information (42 CFR 405, 420, 413 and 455)

There are some requirements for disclosure of information by institu-
tions and organizations providing services under Medicare and Medi-
caid (Titles XVIII and XIX of the Social Security Act.) The Federal
regulations implement sections 3, 8, 9, and 15 of the Medicare-Medi~
caid Anti-Fraud and Abuse Amendments of 1977 (Public Law 95-142).

The portions applicable to Medicaid are outlined for you. The regu-
lations are significant and we suggest your attention to them.

Of particular impact on Medicaid providers are the following:

1. The Secretary of the Department of Health and Human Services or
the State agency may refuse to enter into or renew an agreement
with a provider if any of its owners, officers, directors,
agents, or managing employees has been convicted of criminal
offenses involving any of the programs under Titles XVIII, XIX,
or XX.

2. The Secretary or State agency may terminate an agreement with a
provider that failed to disclose fully and accurately the iden-
tity of any of its owners, officers, directors, agents, or man-
aging employees who have been convicted of a program-related
criminal offense at the time the agreement was entered into.

3. The Secretary may have access to Medicaid provider records.

4. Providers are required to disclose certain information about
owners, employees, subcontractors, and suppliers.

In addition to these new requirements, the Federal regulations detail
revisions to existing sections on bankruptcy or insolvency and provider
agreements, and note information which may be requested concerning busi-
ness transactions.,

Withdrawal of Participation

If a provider withdraws participation in Medicaid, written notice
shall be given to the Cabinet for Human Resources, Department for
Medicaid Services at least thirty (30) days prior to the effective
date of withdrawal. Payment may not be made for services or items
provided to recipients on or after the effective date of withdrawal.
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Patient Consent Forms

Please be advised that neither the Office of Inspector General (Li-
censing and Regulation or Audits) nor Medicaid personnel are re-
quired to have completed patient consent forms prior to or upon re-
viewing or investigating patient records or provider records which
relate to the Kentucky Medicaid Program.

These procedures apply to any individual provider who has received
notice from the Cabinet of termination, suspension, denial or non-re-
newal of the provider agreement or of suspension from the Kentucky
Medicaid Program, except in the case of an adverse action taken un-
der Title XVIII (Medicare), binding upon the Medicaid Program. Ad-
verse action taken against an individual provider under Medicare
shall be appealed through Medicare procedures.

Medical Records

Medical records shall substantiate the services billed to Medicaid
by the Home Health Agency. The medical records shall be accurate
and appropriate. All records shall be signed and dated.

Medical records shall be maintained for a minimum of five (5) years
and for any additional time as may be necessary in the event of an
audit or other dispute. The records and any other information re-
garding payments claimed shall be maintained in an organized central
file and furnished to the Cabinet upon request and made available
for inspection and copying by Cabinet personnel.
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IV. COVERED SERVICES
A. Basic Services

Adult Day Health Care Service coverage shall include reimbursement
for basic and certain ancillary services.

Basic services shall include:

. One meal per day including special diets;

Snacks, as appropriate;

. R.N. and other supervision;

Regularly scheduled daily activities

. Routine services required to meet daily personal and health
care needs;

Equipment essential to the provision of adult day health care
services; and

Incidental supplies necessary to provide adult day health care
services.

~J (=] OV 5 GO N »—
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B. Ancillary Services

The following ancillary services are included as covered services
through the Adult Day Health Care element of Medicaid, when provided
to a recipient eligible under the Waiver in an Adult Day Health Care
Center and ordered by a physician in a plan of treatment:

As appropriate, physical, occupational, or speech therapy may be
provided as ancillary services by the adult day health care center
under contractural arrangement with a qualified therapist in accor-
dance with the plan of treatment. It is expected that generally
these services shall consist of evaluations (reevaluations), for the
purpose of developing a plan which could be carried out by the recip-
ient or Adult Day Health Care Center staff. However, individualized
therapy services provided by the therapist to a recipient in accor-
dance with the plan of treatment may be covered as ancillary servic-
es. The qualified therapist assists the physician in evaluating the
level of function, helps develop the plan of treatment (revising as
necessary), prepares clinical and progress notes, advises and con-
sults with other center personnel and participates in inservice pro-
grams. '

1. Physical therapy shall include such services as:
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a. Assisting the physician to evaluate the recipient for phys-
ical therapy through the application of muscle, nerve,
Jjoint and functional ability tests.

b. Therapeutic exercise program by therapist including muscle
strengthening, neuromuscular facilitation, sitting and
standing balance and endurance, and increased range of
motion.

c. Gait evaluation and training.

d. Transfer training and instructions in care and use of
wheelchairs, braces, and prosthesis, etc.

e. Instruction in breathing exercises, percussion, postural
drainage, vibration for pulmonary functioning.

f. Teaching compensatory technique to improve the level of
independence in activities of daily living.

g. Training and instructions for recipient or center staff in
setting up and following a physical therapy program.

Standard:

The physical therapist shall be qualified and appropriate-
ly licensed by the State of Kentucky as a physical thera-
pist.
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Specific Guidelines:

The services shall be reasonable and necessary for the
recipient's condition and of such complexity that they
must be performed by the qualified therapist. A mainte-
nance program should be developed for the performance of
procedures which could be safely and effectively provided
by the recipient or Center staff.

Occupational therapy shall include such services as:

a.

Assisting the physician to evaluate the recipient for occu-
pational therapy services through the appropriate testing
technique.

Therapeutic exercise program by therapist including muscle
strengthening, neuromuscular facilitation, sitting and
standing balance and endurance, and increased range of
motion. .

Assisting the recipient to obtain better coordination, use
of senses and perception.

Instructing the recipient or adult day health care center
staff in setting up and following an occupational therapy
program.

Teaching compensatory technique to improve the level of
independence in activities of daily living.

Designing and fitting orthotic and self—heip devices
(i.e., hand splints for the patient with rheumatoid arthri-
tis). ‘

Standard:

The occupational therapist shall be qualified as an occupa-

~tional therapist and registered by the American Occupation-

al Therapy Association.
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Specific Guidelines:

The services shall be reasonable and necessary for the
recipient's condition and must be of such complexity that
they must be performed by the qualified therapist. A main-
tenance program should be developed for the performance of
procedures which could be safely and effectively provided
by the recipient or center staff.

Speech pathology shall include such services as:

a.  Assisting the physician to evaluate the recipient for
speech pathology service through the appropriate testing
techniques.

b.  Determining and recommending appropriate speech and hear-
ing services.

€. Providing necessary rehabilitative services for recipient
with speech, hearing, or language disabilities.

d. Instructions for the recipient or adult day health care
center staff in setting up and following a speech patholo-
gy program.

Standard:

The speech pathologist shall be qualified and appropriate-
ly Ticensed by the State of Kentucky as a speech patholo-
gist.

Specific Guidelines:

The services shall be reasonable and necessary for the
recipient's condition and of such complexity that they
must be performed by the qualified therapist. A mainte-
nance program should be developed for the performance of
simple procedures which could be safely and effectively
provided by the recipient or center staff. '
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C. Non-Covered Services

Examples of services not covered under the Adult Day Health Care
element are as follows:

1. The Medicaid recipient did not meet level of care for the waiv-
er.

2. Transportation is not covered under this service element, but
is a separately reimbursable service pursuant to 907 KAR 1:060,
Medical Transportation.
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REIMBURSEMENT

Reimbursement for Adult Day Health Care Services shall be paid directly
to the licensed participating Adult Day Health Care Center on the basis
of an interim rate with a year-end cost settlement to the lower of actual
reasonable allowable costs or charges. The basic rate shall not exceed
eighty (80) percent of the maximum Medicaid intermediate care reimburse-
ment rate for routine services. Reimbursement for ancillary services
shall not exceed eighty (80) percent of the approved maximum reimburse-
m$nt rate for therapy services under the Medicaid home health program
element.

A separate reimbursement manual has been developed to outline the Princi-
ples of Reimbursement for Adult Day Health Care Services. Please refer
to the Adult Day Health Care Reimbursement Manual.
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VI. REIMBURSEMENT IN RELATION TO OTHER THIRD PARTY COVERAGE (EXCLUDING MEDI-
CARE)

A. General

To expedite the Medicaid claims processing payment function, the
provider of Medicaid services shall actively participate in the iden-
tification of third party resources for payment on behalf of the
recipient. At the time the provider obtains Medicaid billing infor-
mation from the recipient, it shall be determined if additional re-
sources exist. Providers have an obligation to investigate and to
report the existence of other insurance or 1iability. The provid-
er's cooperation will enable the Kentucky Medicaid program to func-
tion efficiently.

B. Identification of Third Party Resources

Pursuant to KRS 205.662, prior to billing the Kentucky Medicaid Pro-
gram all participating vendors shall submit billings for medical
services to a third party when such vendor has prior knowledge that
such third party may be liable for payment of the services.

In order to identify those recipients who may be covered through a
variety of health insurance resources, the provider should inquire
if the recipient meets any of the following conditions:

~If the recipient is married or working, inquire about possible
health insurance through the recipient's or spouse's employer;

-If the recipient is a minor, ask about insurance the MOTHER, FATHER
or GUARDIAN may carry on the recipient;

-In cases of active or retired military personnel, request informa-
tion about CHAMPUS coverage and social security number of the policy
holder;

-For people over 65 or disabled, seek a MEDICARE HIC number;

-Ask if the recipient has health insurance such as a MEDICARE SUPPLE-
MENT policy, CANCER, ACCIDENT or INDEMNITY policy, GROUP health or
INDIVIDUAL insurance, etc.
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Examine the recipient’'s MAID card for an insurance code. If a code
indicates insurance coverage, question the recipient further regard-
ing insurance.

Following is a list of the insurance codes on the MAID card:

A - Part A, Medicare only

- Part B, Medicare only

- Both parts A and B Medicare
Blue Cross, Blue Shield

Blue Cross, Blue Shield, Major Medical
Private medical insurance
Champus

Health Maintenance Organization
Other or unknown

Absent Parent's insurance

None

United Mine Workers

Black Lung

V22 r.xtommoom

C. Billing Instructions for Claims Involving Third Party Resources

If the patient has third party resources that will pay for Adult Day
Health Care Services, then the provider must obtain payment or rejec-
tion from the third party before Medicaid can be filed. When pay-
ment is received, the provider should indicate on the claim form in
the appropriate field the amount of third party payment and the name
and policy numbers of health insurance covering the recipient. If
the third party rejected the claim, a copy of the rejection notice
must be attached to the Medicaid claim.
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Exceptions:

*If the other insurance company has not responded within 120 days of
the date of filing a claim to the insurance company, the provider
shall submit a claim to EDS in the usual manner with a completed
Third Party Liability (TPL) Lead Form attached which states, no re-
sponse over 120 days. The EDS Third Party Liability Unit will veri-
fy coverage with the insurance company, update the recipient's file,
if necessary, and bill the third party, if appropriate.

*If proof of denial for the same recipient for the same or related
services from the insurance company is attached to the Medicaid bill-
ing, claims processing can proceed. The denial shall not be more
than six months old.

*A letter from the provider indicating that he contacted XYZ insur-
ance company and spoke with an agent to verify that the recipients
was not covered, may also be attached to the Medicaid claim.

D. Medicaid Payment for Claims Involving a Third Party

Claims meeting the requirements for the Kentucky Medicaid Program
payment shall be paid in the following manner if a third party pay-
ment is identified on the claim.

The amount paid by the third party shall be deducted from the Medi-
caid allowed amount and the difference paid to the provider. If the
third party payment amount exceeds the Medicaid allowed amount, the
resulting Medicaid payment will be zero. Recipients cannot be
billed for any difference between the billed amount and Medicaid
pay?e?¥ amount. Providers shall accept Medicaid payment as payment
in full,

TRANSMITTAL #8 Page 6.3



CABINET FOR HUMAN RESOURCES

DEPARTMENT FOR MEDICAID SERVICES
ADULT DAY HEALTH CARE SERVICES MANUAL

SECTION VI - REIMBURSEMENT IN RELATION TO OTHER THIRD PARTY COVERAGE
(EXCLUDING MEDICARE)

If the claims for a recipient are payable by a third party resource
which was not pursued by the provider, the claim will be denied.
Along with a third party insurance denial explanation, the name and
address of the insurance company, the name of the policy holder, and
the policy number will be indicated. The provider shall pursue pay-
ment with this third party resource before billing Medicaid again.

If you have any questions, please write to EDS, P.0. Box 2009, Frank-
fort, Kentucky 40602, Attention: Third Party Unit, or call (800)
756-7557.

E. Accident and Work Related Claims

For claims billed to Medicaid that are related to an accident or
work related incident, the provider shall pursue information relat-
ing to the accident. If an attorney, employer, individual or an
insurance company is liable for payment, payment must be pursued
from the liable party. If the liable party has not been determined,
attach copies of any information obtained; the name of attorneys,
other involved parties and the recipient's employer to the claim
when submitting to EDS for Medicaid payment.
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VII. COMPLETION OF THE INVOICE FORM
A. General Information

The Health Insurance Claim Form, HCFA-1500 (12-90), shall be used to
bill for services rendered by Adult Day Health Care Centers to eligi-
ble Medicaid recipients. Typing of the invoice form is strongly
urged, since an invoice cannot be processed and paid unless the in-
formation supplied is complete and legible.

The original of the two part invoice set should be submitted to EDS
as soon as possible after service is provided. The yellow copy of
the invoice should be retained by the provider's office as a record
of claim submittal.

Invoices should be mailed to:

EOD‘S‘
P.0. Box 2018
Frankfort, Kentucky 40602

1. General Billing Instructions

a. The Health Insurance Claim Form, HCFA-1500 (12-90), shall
be used in billing for all covered Adult Day Health Care
Services rendered to Medicaid recipients eligible under
the Waiver.

b. The Health Insurance Claim Form, HCFA-1500 (12-90), shall
be submitted at least monthly. It is emphasized that
prompt and regular billing will be beneficial to the cen-
ter as there would be less chance of the center receiving
retroactive denials covering several months.
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Claims for covered services must be received by EDS within
twelve (12) months from the date of service. Claims for
covered services shall be received by EDS within 12 months
from the date of service. Claims with service dates great-
er than twelve (12) months can only be processed with ap-
propriate documentation such as one or more of the follow-
ing: Remittance Statements no more than 12 months of age
which verify timely filing; backdated MAID cards with
"Backdated Card" written on the attached claim; Social
Security documents; correspondence describing extenuating
circumstances; Action Sheets, Return to Provider Letters;
Medicare Explanation of Medical Benefits, etc.

A separate billing statement shall be used for each recipi-
ent.

A separate line must be completed for each day of service.

A separate line must be completed when billing for covered
ancillary services. The services should be entered singu-
larly according to type of service. Please refer to the
HCPCS procedure code list for ancillary services (Appendix
V).
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B.  Procedural Coding

On May 1, 1985, Kentucky Medicaid adopted, for procedural coding
purposes, the HCFA Common Procedure Coding System (HCPCS). Refer to
Appendix V for procedure codes.

C. Completion of the Health Insurance Claim Form, HCFA-1500 (12-90),

An example of the Health Insurance Claim Form, HCFA-1500 (12-90),
may be found in Appendix VI. Instructions for the proper completion
of this form are presented below.

IMPORTANT: The recipient's Kentucky Medical Assistance Identifica-
tion Card should be carefully checked to see that the recipient's
name appears on the card and that the card is valid for the period

of time in which the medical services are to be rendered. The Medi-
caid Program cannot make payment for services rendered to an ineligi-
ble person.

TRANSMITTAL #8 T Page 7.3



CABINET FOR HUMAN RESOURCES

DEPARTMENT FOR

MEDICAID SERVICES
ADULT DAY HEALTH CARE SERVICES MANUAL

SECTION VII - COMPLETION OF THE INVOICE FORM

BLOCK NO.

9A

10

11

11C

ITEM NAME AND DESCRIPTION

Patient's name (Last Name, First Name, Middle Initial)

Enter the recipient's last name, first name, middle initial, if
any, exactly as it appears on the Medical Assistance Identifica-
tion (MAID) card.

Other Insured's Policy or Group Number

Enter the recipient's ten (10) digit Medical Assistance Identi-
fication Number (MAID) exactly as it appears on the recipient's
MAID card.

IMPORTANT: The recipient's Kentucky Medical Assistance Identi-
fication Card shall be carefully checked to see that the recipi-
ent's name appears on the card as an eligible recipient and

that the card is valid for the period of time in which the ser-
vices are to be provided. You SHALL NOT be paid services pro-
vided to an ineligible person.

Patient's Condition

If the recipient's condition is related to employment, auto
accident, or other accident, check the appropriate block.

Insured's Policy Group or FECA Number

1f the recipient has insurance other than Medicaid or Medicare
and the other insurance has made a payment on the ¢laim enter
the policy number of the other insurance.

Insurance Plan Name or Program Name

If the recipient has insurance other than Medicaid or Medicare

and the other insurance has made a payment on the claim enter
the name of the other insurance company. :
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21

24

248

24D

24E

24F

24G

Diagnosis or Nature of Illness or Injury
Enter the required appropriate ICD-9-CM diagnosis code.
Date(s) of Service

Enter the date the service(s) was provided in month, day, year
numeric format, for example, 03-02-92.

Enter the appropriate two (2) digit place of service which iden-
tifies the location where the service was provided to the recip-
jent. The place of service code for adult day health care ser-
vice is 99.

Procedures, Services, or Supplies

CPT/HCPCS

Enter the appropriate procedure code identifying the service or
supply provided to the recipient.

Diagnosis Code

Enter "1", "2", "3", "4" referencing the diagnosis for which
the recipient is being treated as indicated in block 21.

Charges

Enter the usual and customary charge for each service .being
provided to the recipient.

Days or Units

Enter the number of units provided for the recipient on this
date if service. If the recipient was present in the center
for one-half day enter a 1. If the recipient was present in
the center for a whole day, enter a 2. Enter the unit for the
ancillary service.
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24H

26

28

29

30

31

EPSDT Family Plan

Enter a "Y" if the treatment provided was a direct result of an
Early Periodic Screening Diagnostic and Treatment examination.

Patient's Account No.

Enter the patiént account number, if desired. EDS will key the
first seven (7) or fewer digits. This number appears on the
remittance statement as the invoice number.

Total Charge
Enter the total of all individual charges entered in column 24F.
Amount Paid

Enter the amount paid, if any, by a private insurance. DO NOT
ENTER MEDICARE PAID AMOUNT.

Balance Due

REQUIRED ONLY IF A PRIVATE INSURANCE MADE PAYMENT ON THE

CLAIM. Subtract the private insurance payment entered in field
29 from the total charge entered in field 28, and enter the net
balance due in field 30.

SIGNATURE OF PHYSICIAN OF SUPPLIER INCLUDING DEGREES OR CREDEN-
TIALS :

The actual signature of the provider (not a facsimile) or the
provider's duly appointed representative is required. Stamped
signatures are not acceptable.

Date

Enter the date the claim is submitted in a month, day, year
numeric format, such as 03-21-92. This date must be on or af-
ter the date(s) of service billed on the claim.
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33 PHYSICIAN'S SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE, AND
PHONE NUMBER

Enter the provider's name, address, zip code, and phone number.
PIN #

Enter the eight (8) digit individual Kentucky Medicaid provider
number. :

D. Billing Instructions for Claims with Service Dates Over one (1) Year
01d

Medicaid claims shall be filed within one year of the date of ser-
vice. Medicaid and Medicare crossovers shall be filed within one
year of the date of service OR within six months of the Medicare
Paid Date, whichever is longer. To process claims beyond this limit
you shall attach, to EACH claim form involved, a copy of an in-pro-
cess or denied claim remittance, no more than 12 months of age,
which verifies that the original claim was submitted within 12
months of the service date.

Copies of previously submitted claim forms, providers' in-house
records of claim submittal, Tetters which merely detail filing dates
are NOT acceptable documentation of timely billing. Attachments
must prove that the claim was RECEIVED timely by EDS.

If a claim is being submitted after twelve months from the date of
service, due to the recipient's retroactive eligibility, a copy of
the backdated or retroactive MAID card shall be attached to the in-
voice.

Please note on the claim the words "Backdated Eligibility" or "Retro-
active Eligibility."
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Electronic Media Claims

Electronic Media Claims (EMC) is a means by which Adult Day Health
Care providers may submit claims electronically. EMC enables provid-
ers to experience an improved cash flow, fewer errors in claims pro-
cessing, and a reduction in effort with claim preparation. Claims
may be submitted electronically in a variety of different ways such
as via magnetic tape, diskette, or modem.

Claims that require attachments shall not be submitted electronical-
ly.

For more information regarding EMC, contact an EMC Representative at
(502) 227-9073 or 1-800-756-7557. You may also write to EDS, P.O.
Box 2009, Frankfort, Kentucky 40602.
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VIII.

A.

REMITTANCE STATEMENT

General Information

The EDS Remittance Statement (Remittance Advice) furnishes the pro-
vider with an explanation of the status of those claims EDS Federal
Corporation processed. The Remittance Statement accompanies the
payment check and is divided into six sections.

The first section provides an accounting of those claims which are
being paid by Medicaid with the accompanying payment check.

The second section provides a 1ist of claims which have been reject-
ed (denied) in total by Medicaid with the corresponding Explanation
of Benefit (EOB) code. '

The third section provides a list of claims EDS received which did
not complete processing as of the date indicated on the Remittance
Statement.

The fourth section provides a Tist of claims received by EDS that
could not be processed as the result of incomplete claim informa-
tion. These claims have been returned to the provider along with a
cover letter that explains the reasons for the return.

The fifth section includes the summation of claims payment activity
as of the date indicated on the Remittance Statement and the year-
to-date claims payment activities.

The sixth section provides a list of the EOB codes which appeared on
the dated Remittance Statement with the corresponding written expla-
nation of each EOB code. ,

Claims appearing in any section of the Remittance Statement will be
in alphabetical order according to the patient's last name.
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SECTION VIII - REMITTANCE STATEMENT

B. Section I - Claims Paid

An example of the first section of the Remittance Statement is shown

in Appendix VII P.1.
payment is being made.

This section lists all those claims for which
On the pages immediately following are item-

by-item explanations of each individual entry appearing on this sec-
tion of the Remittance Statement.

ITEM

INVOICE NUMBER

RECIPIENT NAME

RECIPIENT NUMBER

INTERNAL CONTROL

NO.

CLAIM SVC DATE

TOTAL CHARGES

CHARGES NOT
COVERED

EXPLANATION OF REMITTANCE STATEMENT FOR
ADULT DAY HEALTH CARE SERVICES

DEFINITION
The preprinted invoice number (or patient account number)
appearing on each claim form is printed in th1s column for
the provider's reference.

The name of the recipient as it appears on the Depart
ment's file of eligible Medicaid recipients.

The Medical Assistance I.D. Number of the recipient as
shown on the claim form submitted by the provider.

The internal control ndmber (ICN) assigned to the claim for
identification purposes by EDS Federal Corporation..

The earliest and latest date of services as shown on the
claim form.

The total charges billed by the provider for the services
on this claim form.

Any portion of the provider's billed charges that are not
being paid (examples: rejected line item, reduction in

billed amount to allowed charge).
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AMT. FROM
OTHER SRCS

CLAIM PMT AMOUNT

EOB

LINE NO.
PS

PROC
QrY
LINE ITEM CHARGE

LINE ITEM PMT

EOB

The amount indicated by the provider as received from a
source other than the Medicaid Program for services on the
claim.

The amount being paid by the Medicaid program to the
provider for this claim.

For explanation of benefit code, see back page of Remit-
tance Statement. '

The number of the Tine on the claim being printed.

Place of service code depicting the location of the ren-
dered service.

The HCPCS procedure code in the line item.
The number of procedures/supply for that line item charge.

The charge submitted by the provider for the procedure in
the Tine item.

The amount being paid by the Medicaid program to the
provider for a particular line item.

Explanation of benefit code which identifies the payment
process used to pay the line item.

C. Section II - Denied Claims

The second section of the Remittance Statement appears whenever one

or more claims are rejected in total.

This section lists all such

claims and indicates the EOB code explaining the reason for each

claim rejection.

Appendix VII P.2.

A1l items printed have been previously defined in the descriptfon of
the paid claims section of the Remittance Statement.
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SECTION VIIT - REMITTANCE STATEMENT

Section III - Claim in Process

The third section of the Remittance Statement (Appendix VII P.3)
lists those claims which have been received by EDS but which were

not adjudicated as of the date of this report. A claim in this cate-
gory usually has been suspended from the normal processing cycle
because of date errors or the need for further review. A claim ap-
pears in the Claims In Process section of the Remittance Statement

as long as it remains in process. At the time a final determination
can be made as to claim disposition (payment or rejection) the claim
will appear in Section I or II of the Remittance Statement.

Section IV - Returned Claims

The fourth section of the Remittance Statements (Appendix VII P.4)
lists those claims which have been received by EDS and returned to
the provider because required information is missing from the

claim. The claim has been returned to the provider with a cover
sheet which indicates the reason(s) that the claim has been returned.

Section V - Claims Payment Summary
This section is a summary of the claims payment activities as of the

date indicated on the Remittance Statement and the year-to-date
(YTD) claims payment activities.

CLAIMS PAID/ The total number of finalized claims which have been

DENIED

determined to be denied or paid by the Medicaid program,
as of the date indicated on the Remittance Statement and
YTD summation of claim activity. :

AMOUNT PAID The total amount of claims that paid as of the date on the

Remittance Statement and the YTD summation of payment ac-
tivity.
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WITHHELD
AMOUNT

NET PAY AMOUNT
CREDIT AMOUNT

NET 1099 AMOUNT

The dollar amount that has been recouped by Medicaid as of
the date on the Remittance Statement (and YTD summation
of recouped monies).

The dollar amount that appears on the check.

The dollar amount of a refund that a provider has sent in
to EDS to adjust the 1099 amount (this does not affect
claims payment, it only adjusts the 1099 amount).

The total amount of money that the provider has received
from the Medicaid program as of the date on the Remittance
Statement and the YTD total monies received taking into
consideration recoupments and refunds.

G. Section VI - Descriptidn of Explanation Codes Listed Above

Each EOB code that appeared on the dated Remittance Statement will
have a corresponding written explanation pertaining to payment, deni-
al, suspension and return for a particular claim (Appendix VII P.5).
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SECTION IX - GENERAL INFORMATION - EDS

A.  Correspondence Forms Instructions

TYPE OF
INFORMATION TIME FRAME
REQUESTED FOR INQUIRY MAILING ADDRESS
Inquiry 6 weeks after EDS
billing P.0. Box 2009
Frankfort, KY 40602
ATTN: Provider Relations
Adjustment Immediately EDS
P.0. Box 2009
Frankfort, KY 40602
ATTN: Adjustments Unit
Refund Immediately EDS
P.0. Box 2009
Frankfort, KY 40602
ATTN: Financial Services
TYPE OF
INFORMATION
REQUESTED NECESSARY INFORMATION
Inquiry 1. Completed Inquiry Form
2. Remittance Advice or Medicare EOMB, when
applicable '

3. Other supportive documentation, when need-
ed, such as a photocopy of the Medicaid
claim when a claim has not appeared on a
Remittance Advice within a reasonable
amount of time
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TYPE OF
INFORMATION
REQUESTED NECESSARY INFORMATION
Adjustment 1. Completed Adjustment Form
2. Corrected claim
3 Photocopy of the applicable portion of the
Remittance Advice in question
Refund Refund Check

Cash Refund Documentation Form

Photocopy of the appiicable portion of the
Remittance Advice in question

Reason for refund

+a W N

B. Telephoned Inquiry Information
WHAT IS NEEDED?

- Provider number

- Patient's Medicaid ID number

- Date of service

Billed amount

- Your name and telephone number

WHEN TO CALL?

_ When claim is not show1ng on paid, pending or denied sections of
the Remittance Advice within 6 weeks

- When the status of c1a1ms is needed and they do not exceed
five in number

WHERE TO CALL?

- Toll-free number 1-800-756-7557 (within Kentucky)
- Local (502) 227-2525
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C. Filing Limitations
New Claims

Medicare/Medicaid

Third-Party
Liability Claims

Adjustments

12 months from date of service
12 months from date of service

NOTE: If the claim is a Medicare
crossover claim and is received

by EDS more than 12 months from
date of service, but less than 6
months from the Medicare adjudica-
tion date, EDS considers the

claim to be within the filing
limitations and will proceed with
claims processing.

12 months from date of service

NOTE: If the other insurance
company has not responded within
120 days of the date a claim is
submitted to the insurance compa-
ny, submit the claim to EDS indi-
cating "NO RESPONSE" from the
other insurance company.

12 months from date the paid
claim appeared on the Remittance
Advice.
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D. Provider Inquiry Form

The Provider Inquiry Form should be used for inquiries to EDS regard-
ing paid or denied claims, billing concerns, and claim status. (If
requesting more than one claim status, a Provider Inquiry Form

should be completed for each status request.) The Provider Inquiry
fggm should be completed in its entirety and mailed to the following
address:

EDS
P.0. Box 2009
Frankfort, KY 40602

Supplies of the Provider Inquiry Form may be obtained by writing to
the above address or contacting EDS Provider Relations Unit at
1-800-756-7557 or 1-(502)-227-2525.

Please remit BOTH copies of the Provider Inquiry Form to EDS. Any
additional documentation that would help clarify your inquiry should
be attached. EDS will enter their response on the form and the yel-
low copy will be returned to the provider.

It is NOT necessary to complete a Provider Inquiry Form when resub-
mitting a denied claim.

Provider Inquiry Forms may NOT be used in lieu of the Medicaid Claim
Forms, Adjustment Forms, or any other document required by the Medi-
caid program.

In certain cases it may be necessary to return the Inquiry form to
the provider for additional information if the inquiry is illegible
or unclear.

Instructions for completing the Provider Inquiry Form are found on
the next page.
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Eollowing are field by field instructions for completing the Provider Inquiry
orm:

FIELD NUMBER INSTRUCTIONS

1 gz:er your 8-digit Kentucky Medicaid Provider Num

2 Enter your Provider Name and Address.

3 Enter the Medicaid recipient's name as it appears on
the Medical Assistance I.D. Card.

4 Enter the recipient's 10 digit Medicaid ID number.

5 Enter @he billed amount of the claim on which you are
inquiring.

6 Enter the claim service date(s).

7 If you are inquiring in regard to an in-process,

paid, or denied claim, enter the date of the Remit-
tance Advice listing the claim.

8 ' If you are inquiring in regard to an in-process,
paid, or denied claim, enter the 13-digit internal

control number listed on the Remittance Advice for
that particular claim.

9 Enter your specific inquiry.

10 Enter your signature and the date of the inquiry.
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the "Paid Claims" page of your Remittance Statement. (If
several ICN's are to be applied to one check, they can be
listed on the same form only if they have the same reason
for refund explanation (see below).

REASON FOR REFUND

Check the appropriate reason for which the claim is being refunded.

Be sure to complete all blanks. The example listed below shows how
each refund is to be completed accurately. Only one reason can be
completed per Cash Refund Documentation Form. If multiple claims with
multiple refund reasons are included in one check, complete a separate
form for each refund reason. '

a. Payment from other source - Check the category and list name
(attach a copy of EOB)

Health Insurance

Auto Insurance

Medicare paid

Other Worker's Comp-ABC Construction

b. Billed in error

c. Duplicate payment (attach a copy of both Remittance State-
ment) If Remittance Statement are paid to 2 different provid-
e¥§ zpecify to which provider number the check is to be ap-
piie '

12345678

d. Processing error or Overpayment

Explain why Processing error-wrong date of service was
keyed '

e. Paid to wrong provider

f. Money has been requested - date of letter 1-1089 (Attach a
copy of letter requesting money)
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g. Other

Medicare made an adjustment. Deductible no longer due

Contact Name:
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DEPARTMENT FOR MEDICAID SERVICES

AMBULATORY SURGICAL CENTER SERVICES

Medicaid covers medically necessary services performed in ambulatory surgical
centers.

BIRTHING CENTER SERVICES

Covered birthing center services include an initial prenatal visit, follow-up
prenatal visits, delivery and up to two (2) follow-up postnatal visits within
four (4) to six (6) weeks of the delivery date.

DENTAL SERVICES

Coverage shall be limited but includes cleanings, oral examinations, X-rays,
filling, extractions, palliative treatment of oral pain, hospital and emergen-
cy calls for recipients of all ages. Other preventive dental services (i.e.
root canal therapy) and Comprehensive Orthodontics are also available to re-
cipients under age twenty-one (21).

DURABLE MEDICAL EQUIPMENT

Certain medically-necessary items of durable medical equipment, orthotic and
prosthetic devices shall be covered when ordered by a physician and provided
by suppliers of durable medical equipment, orthotic and prosthetics. Most
items require prior authorization.

EARLY PERIODIC, DIAGNOSIS, AND TREATMENT (EPSDT)

Under the EPSDT program, Medicaid-eligible children, from birth through the
birth month of their twenty-second birthday may receive the following tests
and procedures as appropriate for age and health history when prov1ded by
participating providers:

Medical History

Physical Examination

Growth and Development Assessment
Hearing, Dental, and Vision Screenings
Lab tests as indicated

Assessment or Updating of Immunizations
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FAMILY PLANNING SERVICES

Comprehensive family planning services shall be available to all eligible
Medicaid recipients of childbearing age and those minors who can be consid-
ered sexually active. These services shall be offered through participating
agencies such as local county health departments and independent agencies,
i.e., Planned Parenthood Centers. Services also shall be available through
private physicians.

A complete physical examination, counseling, contraceptive education and edu-
cational materials, as well as the prescribing of the appropriate contracep-

tive method, shall be available through the Family Planning Services element

of the Kentucky Medicaid Program. Follow-up visits and emergency treatments

also shall be provided.

HEARING SERVICES

Hearing evaluations and single hearing aids, when indicated, shall be paid
for by the program for eligible recipients, to the age of twenty-one (21).
Follow-up visits, as well as check-up visits, shall be covered through the
hearing services element. Certain hearing aid repairs shall also be paid
through the program.

HOME HEALTH SERVICES

Skilled nursing services, physical therapy, speech therapy, occupational ther-
apy, and aide services shall be covered when necessary to help the patient
remain at home. Medical social worker services shall be covered when provid-
ed as part of these services. Home Health coverage also includes disposable
medical supplies. Coverage for home health services shall not be limited by
age. .
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HOSPITAL SERVICES
INPATIENT SERVICES

Kentucky Medicaid benefits include reimbursement for admissions to acute care
hospitals for the management of an acute illness, an acute phase or complica-
tions of a chronic illness, injury, impairment, necessary diagnostic proce-
dures, maternity care, and acute psychiatric care. All non-emergency hospi-
tal admissions shall be preauthorized by a Peer Review Organization. Certain
surgical procedures shall not be covered on an inpatient basis, except when a
life-threatening situation exists, there is another primary purpose for admis-
sion, or the physician certifies a medical necessity requiring admission to
the hospital. Elective and cosmetic procedures shall be outside the scope of
program benefits unless medically necessary or indicated. Reimbursement
shall be limited to a maximum of fourteen (14) days per admission except for
services provided to recipients under age six (6) in hospitals designated as
disproportionate share hospitals by Kentucky Medicaid and services provided
to recipients under age one (1) by all acute care hospitals.

OUTPATIENT SERVICES

Benefits of this Program element include diagnostic, therapeutic, surgical

and radiological services as ordered by a physician, clinic visits, pharmaceu-
ticals covered, emergency room services in emergency situations as determined
by a physician, and services of hospital-based emergency room physicians.

There shall be no limitations on the number of hospital outpatient visits or
covered services available to Medicaid recipients.

KENTUCKY COMMISSION FOR HANDICAPPED CHILDREN

The Commission provides medical, preventive and remedial services to handi-
capped children under age twenty-one (21). Targeted Case Management Services
are also provided. Recipients of all ages who have hemophilia may also quali-
fy.

LABORATORY SERVICES

Coverage of laboratory procedures for Kentucky Medicaid participating indepen-
dent laboratories inciudes procedures for which the laboratory is certified
by Medicare.
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LONG TERM CARE FACILITY SERVICES
NURSING FACILITY SERVICES

The Department for Medicaid Services shall make payment for services provided
to Kentucky Medicaid eligible residents of nursing facilities which have been
certified for participation in the Kentucky Medicaid Program. The need for
admission and continued stay shall be certified by the Kentucky Medicaid Peer
Review Organization (PRO). The Department shall make payment for Medicare
deductible and coinsurance amounts for those Medicaid residents who are also
Medicare beneficiaries.

INTERMEDIATE CARE FACILITY SERVICES FOR THE MENTALLY RETARDED AND
DEVELOPMENTALLY DISABLED (ICF/MR/DD)

The Kentucky Medicaid Program shall make payment to intermediate care facili-
ties for the mentally retarded and developmentally disabled for services pro-
vided to Medicaid recipients who are mentally retarded or developmentally
disabled prior to age twenty-two (22), who because of their mental and physi-
cal condition require care and services which are not provided by community
resources.

The need for the ICF/MR/DD level of care shall be certified by the Kentucky
Medicaid Peer Review Organization (PRO).

MENTAL HOSPITAL SERVICES

Reimbursement for inpatient psychiatric services shall be provided to Medi-

caid recipients under the age of twenty-one (21) and age sixty-five (65) or

older in a psychiatric hospital. There shall be no 1imit on Tlength of stay;
however, the need for inpatient psychiatric hospital services shall be veri-
fied through the utilization control mechanism.
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COMMUNITY MENTAL HEALTH CENTER SERVICES

Community mental health-mental retardation centers serve recipients of all
ages in the community setting. From the center a patient may receive treat-
ment through:

Qutpatient Services
Psychosocial Rehabilitation
Emergency Services
Inpatient Services

Personal Care Home Visits

Eligible Medicaid recipients needing psychiatric treatment may receive servic-
es from the community mental health center and possibly avoid hospitaliza-
tion. There are fourteen (14) major centers, with many satellite centers
available. The Kentucky Medicaid Program also reimburses psychiatrists for
psychiatric services through the physician program.

NURSE ANESTHETIST SERVICES

Anesthesia services performed by a participating Advanced Registered Nurse
Practitioner - Nurse Anesthetist shall be covered by the Kentucky Medicaid
Program.

NURSE MIDWIFE SERVICES

Medicaid coverage shall be available for services performed by a participat-
ing Advanced Registered Nurse Practitioner - Nurse Midwife. Covered services
include an initial prenatal visit, follow-up prenatal visits, delivery and up
to two (2) follow-up post partum visits within four (4) to six (6) weeks of
the delivery date. _

NURSE PRACTITIONER

Services by an Advanced Registered Nurse Practitioner shall be payable if the
service provided is within the scope of licensure.
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PHARMACY SERVICES

Legend and non-legend drugs from the approved Medical Assistance Oupatient
Drug List when required in the treatment of chronic and acute illnesses shall
be covered. The Department is advised regarding the outpatient drug coverage
by a formulary subcommittee composed of persons from the medical and pharmacy
professions. A Drug List is available to individual pharmacists and provid-
ers upon request and routinely sent to participating pharmacies and nursing
facilities. The Drug List is distributed periodically with monthly updates.
Certain other drugs which may enable a patient to be treated on an outpatient
basis and avoid institutionalization shall be covered for payment through the
Drug Preauthorization Program.

In addition, nursing facility residents may receive other drugs which may be
prior authorized as a group only for nursing facility residents.

PHYSICIAN SERVICES
Covered services include:

Office visits, medically indicated surgeries, elective sterilizations*, deliv-
eries, chemotherapy, radiology services, emergency room care, anesthesiology
services, hysterectomy procedures*, consultations, second opinions prior to
surgery, assistant surgeon services, oral surgeon services, psychiatric ser-
vices.

*Appropriate consent forms shall be completed prior to coverage of these pro-
cedures, »

Non-covered services include:

Most injections, supplies, drugs (except anti-neoplastic drugs, selected vac-
cines and Rhogam), cosmetic procedures, package obstetrical care, IUDs, dia-
phragms, prosthetics, various administrative services, miscellaneous studies,
post mortem examinations, surgery not medically necessary or indicated.
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Limited coverage:

Certain types of office exams, such as comprehensive office visits, shall be
limited to one (1) per twelve (12) month period, per patient, per physician.

PODIATRY SERVICES

Selected services provided by licensed podiatrists shall be covered by the
Kentucky Medicaid Program. Routine foot care shall be covered only for cer-
tain medical conditions where the care requires professional supervision.

PRIMARY CARE SERVICES

A primary care center is a comprehensive ambulatory health care facility
which emphasizes preventive and maintenance health care. Covered outpatient
services provided by licensed, participating primary care centers include
medical services rendered by advanced registered nurse practitioners as well
as physician, dental and optometric services, family planning, EPSDT, labora-
tory and radiology procedures, pharmacy, nutritional counseling, social ser-
vices and health education. Any limitations applicable to individual program
benefits shall be generally applicable when the services are provided by a
primary care center.

PSYCHIATRIC RESIDENTIAL TREATMENT FACILITIES

Inpatient psychiatric residential treatment facility services are limited to
residents age six (6) to twenty-one (21). Program benefits are limited to
eligible recipients who require inpatient psychiatric residential treatment
facility services on a continuous basis as a result of a severe mental or
psychiatric illness. There is no limit on length of stay; however, the need
for inpatient psychiatric residential treatment services must be verified
through the utilization control mechanism.
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RENAL DIALYSIS CENTER SERVICES

Free-standing renal dialysis center service benefits include renal dialysis,
certain supplies and home equipment.

RURAL HEALTH CLINIC SERVICES

Rural health clinics are ambulatory health care facilities located in rural,
medically underserved areas. The program emphasizes preventive and mainte-
nance health care for people of all ages. The clinics, though physician di-
rected, shall also be staffed by Advanced Registered Nurse Practitioners.
The concept of rural health clinics is the utilization of mid-level practi-
tioners to provide quality health care in areas where there are few physi-
cians. Covered services include basic diagnostic and therapeutic services,
basic laboratory services, emergency services, services provided through
agreement or arrangements, visiting nurse services and other ambulatory ser-
vices. : .

TRANSPORTATION SERVICES

Medicaid shall cover transportation to and from Medicaid Program covered medi-
cal services by ambulance or other approved vehicle if the patient's condi-
tion requires special transportation. Also covered shall be preauthorized
non-emergency medical transportation to physicians and other non-emergency,
Medicaid-covered medical services when provided by a participating medical
transportation provider. Travel to pharmacies shall not be covered.
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VISION SERVICES

Examinations and certain diagnostic procedures performed by ophthalmologists
and optometrists shall be covered for recipients of all ages. Professional
dispensing services, lenses, frames and repairs shall be covered for eligible
recipients under age twenty-one (21).

PREVENTIVE HEALTH SERVICES

Preventive Health Services shall be provided by health department or dis-
tricts which have written agreements with the Deparmtent for Health Services
to provide preventive and remedial health care to Medicaid recipients.

**SPECIAL PROGRAMS**

KENPAC: The Kentucky Patient Access and Care System, or KenPAC, is a special
program which links the recipient with a primary physician or clinic for many
Medicaid-covered services. Only recipients who receive assistance based on
Aid to Families with Dependent Children (AFDC) or AFDC-related Medical Assis-
tance Only shall be covered under KenPAC. The recipient shall choose the
physician or clinic. It is especially important for the KenPAC recipient to
present hig or her Medical Assistance Identification Card each time a service
is received.

ALTERNATIVE INTERMEDIATE SERVICES FOR THE MENTALLY RETARDED

The Alternative Intermediate Services for the Mentally Retarded (AIS/MR)
home-and community-based services project provides coverage for an array of
community based services that shall be an alternative to receiving the servic-
es in an intermediate care facility for the mentally retarded and developmen-
tally disabled (ICF/MR/DD). ‘
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HOME AND COMMUNITY BASED WAIVER SERVICES

A home-and community-based services program provides Medicaid coverage for a
broad array of home-and community-based services for elderly and disabled
recipients. These services shall be available to recipients who would other-
wise require the services in a nursing facility. The services became avail-
able statewide effective July 1, 1987. These services shall be

arranged for and provided by home health agencies.

SPECIAL HOME-AND COMMUNITY-BASED SERVICES MODEL WAIVER PROGRAM

The Model Waiver Services Program provides up to sixteen (16) hours of pri-
vate duty nursing services and respiratory therapy services to disabled venti-
lator dependent Medicaid recipients who would otherwise require the level of
care provided in a hospital-based skilled nursing facility. This program
shall be limited to no more than fifty (50) recipients.

HOSPICE

Medicaid benefits include reimbursement. for hospice care for Medicaid recipi-
ents who meet the eligibility criteria for hospice care. Hospice care pro-
vides to the terminally i11 relief of pain and symptoms. Supportive services
and assistance shall also be provided to the patient and family in adjustment
to the patient's illness and death. A Medicaid recipient who elects to re-
ceive hospice care waives all rights to certain separately available Medicaid
services which shall also be included in the hospice care scope of benefits.
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ELIGIBILITY INFORMATION

Programs

The Department for Social Insurance, Division of Field Services local office
staff have primary responsibility for accepting and processing applications

for benefit programs administered by the Cabinet for Human Resources, Depart-
ment for Social Insurance. These programs, which include eligibility for Medi-
caid, include:

AFDC (Aid to Families with Dependent Children)
AFDC Related Medical Assistance
State Supplementation of the Aged, Blind, or Disabled

Aged, Blind, or Disabled Medical Assistance

Any individual has the right to apply for Medicaid and have eligibility deter-
mined. Persons wanting to apply for Medicaid benefits should be referred to
the local Department for Social Insurance, Division of Field Services office
in the county in which they live. Persons unable to visit the local office
may write or telephone the local office for information about making applica-
tion. For most programs, a relative or other interested party may make appli-
cation for a person unable to visit the office.

In addition to the program administered by the Department for Social Insur-
ance, persons eligible for the federally administered Supplemental Security
Income (SSI) program also receive Medicaid through the Kentucky Medical Assis-
tance Program. Eligibility for SSI is determined by the Social Security Admin-
istration. Person wanting to apply for SSI should be referred to the Social
Security Administration office nearest to the county in which they live. The
SSI program provides benefits to individuals who meet the federal definitions
of age, blindness, or disability, in addition to other eligibility require-
ments.
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ELIGIBILITY INFORMATION

MAID Cards

Medical Assistance Identification (MAID) cards are issued monthly to recipi-
ents :1th ongoing eligibility. These cards show a month-to-month eligibility
perio

Eligible 1nd1v1duals with excess income for ongoing eligibility may be eligi-
ble as a "spend-down" case if incurred medical expenses exceed the excess in-
come amount. Individuals eligible as a "spend-down" case receive one MAID
card indicating the specific period of eligibility. After this eligibility
period ends, the person may reapply for another “spend-down" eligibility peri-
od.

MAID cards may show a retroactive period of eligibility. Depending on the
individual circumstances of eligibility, the retroactive period may include
several months.

Duplicate MAID cards may be issued for individuals whose original card is lost
or stolen. The recipient should report the lost or stolen card to the local
Department for Social Insurance, Division of Field Services worker responsible
for the case.

Verifying Eligibility

The local Department for Social Insurance, Division of Field Services staff
may provide eligibility information to providers requesting MAID numbers and
eligibility dates for active, inactive or pending cases.

The Department for Medicaid Services, Eligibility Services Sect1on at (502)
564-6885 may also verify e11g1b111ty for providers.

TRANSMITTAL #8 APPENDIX 11, Page 2



CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

APPENDIX [I-A

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.LD.) CARD

(FRONT OF CARD)

KMAP eiigibiity represensed by this card.

and is not inciuded as an eligible day.

Efigitility period is the month, day and year of

* From* date is first day of eligibilty of this card.
“To" date is the day eligibility of this card ends

Daw

was
issued

|

Deparsment for Social Medical insurance Cods
Insurance case number. This N
is NOT the Medical Assistance incicates type of insurance
idensfication Number Ccoverage.

Number (MAID) is the 10-digit number

required for billing medical services on

the claim form.

”<

ATIENTION: THIS CARD TO VENDORS WHEN ‘
PLYING FOR MEDICAL BENEFITS

2T OTHEN SOPFOR SENATURE

Case name and address show 1
whom the card is maied. The name
in this biock may be that of a relative
or other interested party snd may not
be an eligible member.

persons whose names are in this block
are eligible for K.M.A.P. benefits.

Oate of Birth shows month and year

of birth of each member . Refer 10 this
block when providing services imiwd
0 age, '

TRANSMITTAL # &



CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

APPENDIX II-A
(cont.)

KENTUCKY MEDICAL ASSISTANCE IDENTIFIOATION (II.A.I.D ) CARD

(BACK OF CARD)

information 1 Providers.
Insurance identification
codes indicate type of
insurance coverage as
shown on the front of the
cand in *ins.® block.

RECIPIENT OF SERVICES

1. This card muy ho VENd 19 GXAIN CEMNEIN SENVIOSS oM DaicNating

hopitats, Gurg S10rSS. SRYSICIONS, SOMINE, AUTSY NOMES. FISYTRNED
Care tachities. INGSDORGENE IIDXOMIONIES, AOMS NEatN agenaes,

COmTUNY Martal REGRR GRINENS. 9t DANICIONING Providers of Rang,

vision, TOUISANS, AI-GMSPENCY FRANNOMRALION, Scresrung, and tanly

planning servioss.

2 Show his eand WheRVEr you FO0SV MGIonl OIS OF hve PRSIIpINS
flled, 10 1o SOrREN BNS SIUVISES NS0S SEVIDNS 10 YOU.

3. You wil reoeive & Aow enrd &2 the firet &f each TN &8 iong &8 YU &9
olghie lor bensifit. Fer Your prOMSCEON, Disase sign on he ine bataw,
g Gestoy Your ol Card. RermanDer et & &8 againm e iaw fer
10 Use this Cird GucEX he Parsens §000d an e iror of this card.

4. ¥ you have questiens, sursact your eligilly woree & the county afion,

S, Recipiant wmporaniy et of S0 My fSCENVS eMergency Medicald
Services by having The proviier contact the Kentucly Cabinet for Humus
Resources, Oivision ef Medionl Assistance.

Notification o recipient of assignment
to the Cabinet for Human Resources of
third party payments,

D P U = 1



CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES APPENDIX II-B

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION ( MA.LDJQ.M.B. ) CARD

(FRONT CF CARD) indicates type of insurance
coverage.

Eligibility period is the month, day and yeer of T

KMAP eigibiity represented by this card.

* From® date is first day of eligibility of this card. Medical Assi Identificas

“To" date is the day eligibility of this card encs

and is not included as an eligible day. Number (MAID) is the 10-digit number

NOTICE required for biling mecical services on
ams the claim form.

Info.
card | o e <+ THISPERSON ISALSO /. -
 was TO: 07-01-88 037 C 012488 ELIGIBLE FOR QMB BENEFITS « + «
issued T ‘
S o Smith, Jane 1234567830 |2 |o3s3 |m}
Smith, Kim 2345678912 2/1284 M
Jane Smith
400 Block Ave.
Frankfort, KY 40601 4
ATTENTION: THIS CARD TO VENDORS WHEN
PPLYING FOR MEDICAL BENEFITS
SEE OTHMER SOFFOR SENATURE AP 2 REV R
For KMAP.
Statistical
Case name and address show to Purposes
whom the card is mailed. The name
in this block may be that of a reiative
or other interesmd party and may not
be an eligible member.

Date of Birth shows month and year
of birth of each member . Refer to this

. ’ block when providing services limited
Name of members eligible for Medical 10 age.
Assistance benefits. Only those ’
persons whosa names are in this block
are edgible for K .M.A.P. benefits.

TRANSMITTAL# 8



CABINET FOR HUMAN RESOURCES

DEPARTMENT FOR MEDICAID SERVICES AP(PENI:IX) I1-8
cont,

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.l.DJ/Q.M.B.) CARD

—— —
BACK OF CARD
( ) Information 0 Providers.
Insurance identfication
codes indicats type of
insurance coverage as
shown on the front of the
card in “Ing.® block.
This carg constes 1t the persents) leted 8 /are sighie Gavy T oF
mul;rwm l'.r:.. ;an 1. This card Aty DO 4esd 15 COLIR CENAIN SEVICES YoM DANICIDEING
:ﬁ::unu:-:m-m 48 COnEaineg on s care In mm‘ﬂ--m“wmn-——

COMTTUNEY Maresl ROSIR GRMIE, &nd DENICIDALING DIOVISers & RaNTNg,

ViMiON, ATDUIANGE, AO-GMINGENCY FANEDOALION, Sareanng, and Sy

planning servoss. .

2 Show tis 0are whenwr YOu receive mudical care of have oresuipliens
lled, 10 1he POrasn WS HrOVISSS (RS0 SSVIDNS 10 YOU. .

3. You will ;e0enve & Aow 0ard & the first 6f Sach Month s 10N &8 YOU 890
elighie for denstin. For your Droleciion. pisase Sign on the ne baiew,
g destvoy Your oid card. Remerrer hat & I aganet the iow for

insurance gersticaton 13 Use it Card GEOIC! 1he Pereons $5ied 0N 1he ront of this card.
PanA Only G Chamous L |4 1you nave euessens, cortact your siighiity worer &t the county efion.
n §/dedican

Heakh Mainersancs Owjanizaiin 5. Recioien temporaniy cit of Sale Mmuy feosne emMergency Medionid
" Sarvicns by having $1o Drovider Contact the Kentucky Cabinet for Human

ars A& @ Medicare 4 Other and ar Unimown
D BGe Cross Sk Shisid L Absers Parencs daurance Rescurces. Oivision of Medical Assistance.
€ Blue Cross Shus Shiskd Major M Nors
- N Unied Mina Workers
F Privase Medioal raurence Black Lung
YoM are hareny sueted A 10U 208 634 yr Ap D Y parly -
SeneNInS GE0 6N VI SNk
Federat low grovides fer 8 re or bvpeisenmu for & your o Seth for anyene whe wilhdly gives fales

19 FOpOn Ghanges sIsting s otigRiiily o PUrTutS Wne of e eard by an

Recipient's signature is not mqurad

Notification to recipient of assignment
to the Cabinet for Human Resources of

third party payments.

i
i
———n s asrng at Al 4 O



CABINET FOR HUMAN RESOURCES

DEPARTMENT FOR MEDICAID SERVICES APPENDIX (I-C

QUALIFIED MEDICARE BENEFICIARY IDENTIFICATION (Q.M.B) CARD

(FRONT OF CARD) Eligibsity penod is the month, day and year of
QMB eligitility representad by this card.

* From* date is first day of eligibility of this
card. "To® dam is the day eligibility of this
card ends and is not inciuded as an eligible
Number (MAID) is the 10-digit
Red number required for billing medical
services on the claim form.

Medical Insurance Code
indicates type of insurance
coverage.

UMITED MEDICAID FOR VEDICARS
- TI0M CARD
OF KENTUCKY
. CABINET POR RESOURNCES
e OB RSCIMOTANOACORESS e ELRLITY COVERAGE 18 UMITED TO:
'* MEDICARE PART B PREMILMS
Jane Smith & MEDICARE CO-INSURANCE
ane
400 Block Ave. [ PRP—
Franidort, KY 40601 sexcoot /]
- ” / S ARVERAE BN FOR ACDITICN SFORMARC
INBURANCE 1D,
s ———————————— OATE OF MRTM

o e o o e ST
MAP S20-C REV 11000
Name of member eligibie 10 be a '
Qualified MedicareBeneficiary. o :

; ate of Birth shows month and
m . 2 .. . .« .

f,"xi:' block is eiigibie o O.MB. year of birth of eligible individual.
benefits.

TRANSMITTAL# 8



CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES APP(SNDgt ) II-C
cont.

QUALIFIED MEDICARE BENEFICIARY IDENTIFICATION (Q.M.B ) CARD

(BACK OF CARD)

Information 10 Recipients, including
Information w0 Providers. inciuding insurance imitations, coverage and emergency
Idensfication codes which incicatm type of care through QMB.

insurance coverage as shown on the front of the

card in "Ins.* block. /
\

\ PROVIOERS OF SECE -r?‘wm
1. mw“num-awummmn 1. Towen y ooden
efgbie 1Or Weciiad DEYITING for Mecicare part A and Part § Co-neurance and VA
Deducianies ey, 2 You wl asevs & A care ot 10 (ot of ach Menh 08 kg o8 you ore ebpiie
2 Questons Fgaroing DMOVIder CErtCOMEION. [YDE, 6008 M/ GUrEion of benelts,| ' SEWSR. Par par Sremalen, 0000 S n e Pt of e crd
Dding PrOCEOUNeS, ATXAIS DD, OF UWD DArty HaDAll, ShOUS b GirecIsd 1: medanty.
Cabinet for Human Resources 1 Aew -ow PO
msnu:m SOOI s on 00 feve o s are.
Frarion, KY 40821-0001
& Nyourave your e Osp Senst
insurance idsnsticaten reseres oy efien.
A—Part A. Medicare Only G—Charmpus
B—Pan 8, Medicare Only H—+eakh Mainartancs Organsmon
C—8oth Pasts A & 8 Medicare 4 =0Other and / or Uninown
O—8iue Cross Blse Sheid L «~Absent Parenrs Msurance
E—3ive Cross /Be Sheid Major W—None
Medica N=Unied Mine Workers
F—Private Mecical insurance P—Black Lung }
mﬂmmn“mmu—lﬂ\-“ﬂﬂmmnqu ” S0un SEngres B 1 Catnet B 110 AME @ Mese
ADTANES S5 GR P SaRal.
Fm-nmbnlmhnhuh-n-nn.chmnmm-nqmu-mnmhm
mmommm.m-m-uumwnwm

- ARieng Ar TR a R




CABINET FOR HUMAN RESOQURCES
DEPARTMENT FOR MEDICAID SERVICES

APPENDIX II-D

KENTUCKY PATIENT ACCESS AND CARE (KENPAC) SYSTEM CARD

Case name and address show to
whom the card is mailed. This person
may be that of a reiative or other
interested party and may not be an
aligible member.

Maedical Assistance identification
Number (MAID) is the 10-digit number
required for billing medical services on
the daim form.

DopumbrSoe’;dlnmm Dae of Birth shows month and
(FRONT OF CARD) case number. This is NOT the year of birth of each member.
Madical Asiatance idenficaton Refer 1 this block when -
Eliyibility period shows datws of eligibility repro- umber providing services limited 1 age.
sentad by this card. * From* date is first day of
o@g@bi@tydﬁ_sm To'da-iatqd-y
il e i T
during this eiigibility period must be authorized &mmw“”"‘?bb‘*
by the Primary Care physician listed on this ‘hoPrimary Care provider isted
card. on this card. /
ya
[~ for Macicat Assintance OATE
was |[~Frow N oeor e [ Smith, Jane 1234587890 |2 {o3s3
issued TO: 07-01-88 ' 037 C 000123488 ’ Smith, Kim 2345678912 21284
NSsEE
082798 /
Jane Smith
400 Block Ave. /
Franidort, KY 40601
KENPAZ PROVIDER AND ADORESS
ATTENTION: THIS CARD TO VENDORS WHEN
APPLYING FOR MEDICAL BENEFITS
SEL OTHEN SOWTOR SIBATURE AP SN man

TRANSMITTAL# 8




CABINET FOR HUMAN RESQURCES
DEPARTMENT FOR MEDICAID SERVICES

APPENDIX II-D
(cont.)

KENTUCKY PATIENT ACCESS AND CARE (KENPAC) SYSTEM CARD

(BACK OF CARD)

" Information 1 Providers. inciuding Insurance idensfication
codes which indicae type of insurance coverage as shown on

Information 10 Recipients, including
imitations, coverage and

the front of the card in “Ins.* block. care through the KenPAC system.
PROVOSRS 0P SEPNCE R A —
mm.:rnn:l:_m-‘ Ging e period 1. ™ o
Indicated on the vene [ Kammucky Medical Sorvane Wwatim, Aeusns B prodo OIS RO SPERSY,
runﬂnmm-mu order T ,..."— — A -:_.
NOTE: m&’mnammme*-mm 2 v o — v
Questions rOaring DIOVISSr SIVICINIIon, 00s ard draien o L+
Denerns, mmmm‘mﬁ.&ﬂh Sromvhuiuniun bom S Kenhad
direced 102 nn-umh— e . amv— sy peey
Franmon. KXY 40821 E___::'-_—_-—-:-tcm' CINENG, R0 SYSRG SIS, g
Insursnce idenedcaten [y o v o
- Yool o et et oy rrr.1r. 1}/
A=Part A, Mediowe Only — G—Chamous o | veesm For yaw sresmten 50000 G 6r 0 e dnaw e desvey Yo o Gl
B—Part 3, Medicars Only H—Honth hlainarsancs Organizaion|  Fparies a s see r any haunabed ama!
C—8oth Parms A & § Medicare 4 =Other and / or Uninown Ty Rty wetar ot he omay oftes.
O—_8iue Cross Aluse Sheld L =~Absant Parenrs Msurance 7. Mo y ot el o
E—_8ius Cross Aive Shiskd Majr M=—None hany anas - aman
Medical Ne-Uniteg Mine Werkers Usdums Sorviena.
F=—Private Medical eurance P—Black Lung _ YA T
SECIPENT OF SEACER: YU are aeroty Austes it unier S Low KA 200 534 Fos Apht I (e pursy oy -~ [ W o ameu & Mede
Sansuran SO0 R YU GURNL
Federss low rewides o7 8 §10.000 fine or imprisonmant $or @ yaar, o¢ Soth, for anyens whe wilthey gives infermaten in applying lor madiont
sssiotann, 198 10 MPAre Shanges rulsting t0 efpihlity, or permits e of $1e care by on inatigite

Notification to recipient of assignment
to the Cabinet for Human Resources of

Recipients signature is not mqund

third party payments.

-y A MR ATTTAl & 0




CABINET FOR HUMAN RESOURCES

DEPARTMENT FOR MEDICAID SERVICES APIZE:;I!::IX) 9
n *

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M:A.LD.) CARD FOR LOCK-IN PROGRAM

(BACK OF CARD)

informasion to Providers, including proce-
dures for smergency feamment, and
identification of insurance as shown on the
front of the card in “Ins.” block.

/

ATTENTION 4

Mmmunmmunmuumu*mnmm.mudnmmu—-
Program. Puywnent 157 shweiclen Snd phivmacy servicns & GXHng 1 010 YEICan aAd SHENMCY SRRRETG OR the frent of this casd, ..
m

1 1he event of an amEgERDY, DEYMIONE CIN DO MACE 1 Sy PEIKDEIRG Shyeitiar o Panicipasng phanuacy NYEring SerVIos 19 his person | & is 2 coveres ~
avoe, mnn-—mnm-nm—mm-q._mnmdmm Recipient
1SMOCrany 6.2 of SHS My FECIVG SMIAGINCY MSKICid SEIVIONS iy REving e SITVISer Gamect the Kentecky Cabinet 97 Hurman Resowoes, Ovision of
Medical Assisunss. CRESNENS FEQRNING S00D0 &f SErVIDES ehauis Do dmcind 19 e Laci-in enaruinaier by ealing 600-664-8680.

Vunn-qu-n-mmumummm-mmma—u—*-qm-mmdn-au
Lt 1T 1.1 { . XN

1 heve reasl 1o above Mermazion and agres wih
Q Champs 19 PIOCKASES 88 G\Ined &Y epinined 15 Mo

RECIPMENT OF SERVICES
humhoncubmm‘q"ﬂu
OPSr Shanges salating t oliphillly ar permite wes of the surd by on

Notification 10 recipiont of assignment Recipients signature is not required.
to the Cabinet for Human Resources of
third party payments.
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

APPENDIX II-E

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.LD.) CARD FOR LOCK-IN PROGRAM -

(FRONT OF CARD)

Elic'oility period shows dates of eligibiiity represensed by
this card. ° From* datw is first day of eligibiity ot this
card. *To" date is the day eligibiily of this card ends and

Medical Assistance identification Number (MAID) Is the -
10-digit number required for billing medical services on

the claim form,

Name and provider number of Lock-in physician.

Department for Social insurance case
number. This is NOT the Medical
Assistance identification Number.

i$ not included &3 an eligible day. KMAP payments will be imited to this physician
(with the exception of smergency services and
mmmmmw
the KMAP,
COMMOMWEALTH OF KENTUCKY /
CASINET FOR HUMAN AESOURCES
ATTENTION SHOW THIS CARD TO VENDORS WHEN \ |[euasany perco Pmyémms )
APPLYING FOR MEDICAL BENEFITS FROM N
ELIGBLE RECPENT & ADORESS
h-} PHYSICIAN PAOVIOER NO.
MEDICAL ASSISTANCE
DENTIFICATION MARER
X
= INSURANCE
AN
OATE OF BIATH|
MONTH YEAR PHARMACY PROVIDER NQ.
CASE NUMBER
SEE OTHER SI0E FOR SINATUAR AP S30A ARY 1148 ‘
|
Insurance
Left Blank
Name and acciress of member eligible .
ior Medical Assistance benefits. All
eligible individuais in the Lock-in
Program will receive a separam card.

Nmuc..ﬂlddvu. and provider ml":bﬂ'
of n . Payment for
pharmacy WMM limitod to this
pharmacy, except in cases of
emergency. in case of emergency,
payment for covered services can be
made © any paricipating phlnnl_ey.
provided notification and justification
ot the service is given © the lock-in
program.

TRANSMITTAL # 8




. APPENDIX III
MAP-343 (Rev. 5/86) Provider Number:
(If Known)

COMMONWEALTH OF KENTUCKY
CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

PROVIDER AGREEMENT

THIS PROVIDER AGREEMENT, made and entered into as of the day of

» 19___, by and between the Commonwealth of Kentucky, Cabinet

for Human Resources, Department for Medicaid Services, hereinafter referred to

as the Cabinet, and

(Name of Provider)

(Address of Provider)
hereinafter referred to as the Provider.
WITNESSETH, THAT:

Whereas, the Cabinet for Human Resources, Department for Medicaid Services,
in the exercise of its lawful duties in relation to the administration of the
Kentucky Medical Assistance Program (Title XIX) is required by applicable federal
and state regulations and policies to enter into Provider Agreements; and

Whereas, the above named Provider desires to participate in the Kentucky
Medical Assistance Program as a

(Type of Provider and/or level of care)

Now, thereforé, it is hereby and herewith mutually agreed by and between
the parties hereto as follows:

1. The Provider:

(1) Agrees to comply with and abide by all applicable federal and state
laws and regulations, and with the Kentucky Medical Assistance Program policies
and procedures governing Title XIX Providers and recipients.

(2) Certifies that he (it) is licensed as a >
if applicable, under the laws of Kentucky for the Tevel or type of care to
which this agreement applies.

- (3) Agrees to comply with the civil rights requirements set forth in 45
CFR Parts 80, 84, and 90. (The Cabinet for Human Resources shall make no
payment to Providers of service who discriminate on the basis of race, color,
national origin, sex, handicap, religion, or age in the provision of services.)



MAP-343 (Rey, 5/86)

(5) Agrees to permit representatives of the state and/or federal government
to have the right to examine, inspect, Copy and/or audit all records pertaining to
the provision of services furnished to Title XIX recipients, (Such examinations,
inspections, copying and/or audits may be made without prior notice to the Provider.

(6) Assures that he (it) is aware of Section 1909 of the Social Security
Act; Public Law 92-603 (As Amended), reproduced on the reverse side of this
Agreement and of KRS 194.500 to 194.990 and KRS 205.845 to 205.855 and 205,990
relating to medical assistance fraud,

(7) Agrees to inform the Cahinet for Human Resources, Department for
Medicaid Services, within 30 days of any change in the following:

) name;

) ownersnip;

) icensure/certification/requlation status; or
} address,

(8) Agrees not to discriminate in services rendered to eligible Title o
XIX recipients on the basis of marital status. {

(9) (a) 'In the event that the Provider is a specialty hospital providing
services to persons aged 65 and over, home health agency, or a skilled nursing
facility, the Provider shall be certified for participation under Title XVIII
of the SociaT_Security Act.

(b) In the event that the Provider is a specialty hospital providing
psychiatric services to persons age 21 and under, the Provider shall be approved
by the Joint Commission on Accreditation of Hospitals. In the event that the
Provider is a general hospital, the Provider shall be certified for participation
under Title XVIII of the Social Security Act or the Joint Commission on Accredita-
tion of Hospitals.

(10) In the évent that the provider desires to participate in the physician
or dental clinic/corporation reimbursement System, Kentucky Medical Assistance
Program payment for physicians' or dentists’ services provided to recipients of
the Kentucky Medical Assistance Program will be made directly to the clinic/
corporation upon proper issuance by the employed physician or dentist of a
Statement of Authorization (MAP-347) .

This clinic/corporation does meet the definition established for .
participation and does hereby agree to abide by all rules, regulations, policies
and procedures pertaining to the clinic/corporation reimbursement system.

Resources, _
of federal and state funds, to reimburse the Provider in accordance w1th.'
current applicable federal and 'state laws, rules and regulations and policies
of the Cabinet for Human Resources. Payment shal] be made only upon receipt
of appropriate billings and reports as prescribed by the Cabinet for Human
Resources, Department for Medicaid Services.

-



MAP-343 (Rev. 5/86)

3. Either party shall have the right to terminate this agreement at any
time upon 30 days' written notice served upon the other party by certified or
registered mail; provided, however, that the Cabinet for Human Resources,
Department for Medicaid Services, may terminate this agreement immediately for
cause, or in accordance with federal regulations, upon written notice served
upon the Provider by registered or certified mail with return receipt requested.

4. In the event of a change of ownership of an SNF, ICF, or ICF/MR/DD
facility, the Cabinet for Human Resources agrees to automatically assign this
agreement to the new owner in accordance with 42 CFR 442.14.

5. In the event the named Provider in this agreement is an SNF,

ICF, or ICF/MR/DD this agreement shall begin on » 19, with
conditional termination on » 19, and shall automatically
termminate on » 19, unless the facility is recertified

in accordance with applicable regulations and policies.

PROVIDER CABINET FOR HUMAN RESOURCES :
DEPARTMENT FOR MEDICAID SERVICES
BY: BY: '.
Signature of Authorized Official Signature of Authorized (Official
NAME : NAME :
TITLE: TITLE:
DATE: DATE:




P.L. 92-603 LAWS OF 92nd CONG.--2nd SESS. (As Amended)
PENALTIES

Section 1909. (a) Whoever--

(1) knowingly and willfully makes or causes to be made any false statement or representation of a material
fact in any application for any benefit or payment under a State plan approved under this title,

(2) at any time knowingly and willfully makes or causes to be made any false statement or representation
of a material fact for use in determining rights to such benefit or payment,

(3) having knowledge of the occurrence of any event affecting (A) his initial or continued right to any
such benefit or payment, or (B8) the initial or continued right to any such benefit or payment of any other
individual in whose behalf he has applied for or is receiving such benefit or payment, conceals or fails to
disclose such event with an intent fraudulently to secure such benefit or payment either in a greater amount or
quantity than is due or when no such benefit or payment {s authorized, or

(4) having made application to receive any such benefit or payment for the use and benefit of another and
having received it, knowingly and willfully converts such benefit or payment or any part thereof to a use other
than for the use and benefit of such other person,

shall (i) in the case of such a statement, representation, concealment, failure, or conversion by any person in
connection with the furnishing (by that person) of items or services for which payment {s or may be made under this
title, be guilty of a felony and upon conviction thereof fined not more than $25,000 or imprisoned for not more than
five years or both, or (ii) in the case of such a statement, representation, concealment, failure, or conversion by
any other person, be guilty of a misdemeanor and upon conviction thereof fined not more than $10,000 or imprisoned
for not more than one year, or both., In addition, in any case where an individual who is otherwise eligible for
assfstance under a State plan approved under this title is convicted of an offense under the preceding provisions
of this subsection, the State may at its option (notwithstanding any other provision of this title or of such plan)
1imit, restrict, or suspend the eligibility of that individual for such pericd (not exceeding one year) as it deems
appropriate; but the imposition of a limitation, restriction, or suspension with respect to the eligibility of any
individual under this sentence shall not affect the eligibility of any other person for assistance under the plan,
regardless of the relationship between that individual and such other person.
(b)(1) Whoever knowingly and willfully solicits or receives any remuneration {including any kickback, bribe,
or rebate) directly or indirectly, overtly or covertly, in cash or in kind--,
(A) in return for referring an individual to a person for the furnishing or arranging for the furnishing
of any item or service for which payment may be made in whole or in part under this title, or
(8) in return for purchasing, leasing, ordering, or arranging for or recommending purchasing, leasing, or
o;d?r1ng any good, facility, service, or item for which payment may be made in whole or in part under this f
title, 1

shall be guilty of a felony and upon conviction thereof, shall be fined not more than $25,000 or imprisoned for not
more than five years, or both. .
(2) Whoever knowingly and willfully offers or pays any remuneration (including any kickback, bribe, or rebate)
directly or indirectly, overtly or covertly, in cash or in kind to any person to induce such person--
(A) to refer an individual to a person for the furnishing or arranging for the furnishing of any item or
service for which payment may be made in whole or in part under this title, or
(8) to purchase, lease, order, or arrange for or recommend purchasing, leasing, cr ordering any good,
facility, service, or item for which payment may be made in whole or in part under this title,

shall be guilty of a felony and upon conviction thereof shall be fined not more than $25,000 or imprisoned for not
more than five years, or both,
(3) Paragraphs (1) and (2) shall not apply to--

(A) a discount or other reduction in price obtained by a provider of services or other entity under this
title if the reduction in price is properly disclosed and appropriately reflected in the costs claimed or charges
made by the provider or entity under this title; and

(8) any amount paid by an employer to an employee (who has a bona fide employment relationship with such
employer) for employment in the provision of covered jtems or services.

(c) Whoever knowingly and willfully makes or causes to be made, or induces or seeks to induce the making of,
any false statement or representation of a material fact with respect to the conditions or operation of any institution
or facility in order that such institution or facility may qualify (either upon initial certification or upon recerti-
ficatfon) as a hospital, skilled nursing facility, intermediate care facility, or home health agency (as those terms are
employed in this title) shall be guilty of a felony and upon conviction thereof shall be fined not more than $25,000
or imprisoned for not more than five years, or both.

(d) Whoever knowingly and willfully-- - _

(1) charges, for any service provided to a patient under a State plan approved under this title, money or
other consideration at a rate in excess of the rates established by the State, or

(2) charges, solicits, accepts, or receives, in addition to any amount otherwise required to be paid under
a State plan approved under this title, any gift, money, donation, or other consideration (other than a charitable,
religious, or philanthropic contribution from an organization or from a person unrelated to the patfant)--

) as a precondition of admitting a patient to a hospital, skilled nursing facility, or intermediate

care facility, or A

{8) as a requirement for the patient's continued stay in such a facility, {
w?en the cost of the services provided therein to the patient is paid for (in who{e or in part) under the State -
plan,

shall be gquilty of a felony and upon conviction thereof shall be fined not more than $25,000 or impriscned for not
more than five years, or both.
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10.
1.
12.
13.

14.

15.

Kentucky Medicaid Program

Provider Information

(Name) (County)

(Location Address, Street, Route No, P.0. Box)

(City) (State) - (Zip)

(Office Phone# of Provider)

(Pay to, In care of, Attention, etc. If different from above address.)

Pay to address (If different from above)

Federal Employee ID No.

Social Security No.

License No.

Licensing Board (If applicable):

Original license date:

Kentucky Medicaid Provider No. (If known)

Medicare Provider No. (If applicable)

Practice Organization/Structure: (1) Corporation
(2) Partnership (3) Individual
(4) Sole Proprietorship (5) Public Service Corporation
(6) Estate/Trust- (7Y Government/Non-Profit

Are you a hospital based physician (salaried or under contract
by a hospital)?" yes no
Name of hospital(s)




16.

17.

18.

19.

20.

21.

22.

[f group practice, number'of providers in group (specify provider type):

[f corporation, name, address, and telephone number of corporate office:

Telephone No:

Name and address of officers:

If partnership, name and address of partners:

-
—

National Pharmacy No. (If applicable):
(Seven-digit number assigned by the Nationail Council for Prescription Drug
Programs.) o

Physician/Professional Specialty Certification Board (submit copy of ~
Board Certificate):
Ist Date

2nd Date

Name of Clinic(s) in which Provider is a mémber:
Ist

2nd
3rd
4th

Control of Medical Facility:

___ Federal State County ___ City
" Charitable or religious

___ Proprietary (Privately-owned) ___ Other



23.
24.
25.
26.

27.

28.

29.

30.

31.

32.

33.

APPENDIX III

Fiscal Year End:

Administrator : Telephone No.
Assistant Admin: Telephone No.
Controller: Telephone No.

Independent Accountant or CPA:

Telephone No.

If sole proprietorship, name, address, and telephone number of owner:

[f facility is government owned, 1ist names and addresses of
board members:

-

President or Chairman of Board:

Member:

Member:

Management Firm (If applicable):

Lessor (If applicable):

Distribution of beds in facility:
Total Kentucky
Total Licensed Medicaid
Beds Certified Beds

Acute Care Hospital
Psychiatric Hospital
Nursing Facility
MR/DD

NF or MR/DD owners with 5% or more ownership:
Name " Address % of Ownership




34.

35.

36.

37.

Institutional Review Committee Members (If applicable):

Providers of Transpdrtation Services:
Number of Ambulances in Operation:
Number of Wheelchair Vans in Operation:

Basic Rate § (Includes up to ___ miles)
Per Mile $ Oxygen § :
Extra Patient § Other §

Has this application been completed as the result of a change of ownership of a
previously enrolled Medicaid provider? yes no

Provider Authorized Signature: I certify, under penalty of law, that the infor-
mation given in this Information Sheet is correct and complete to the best of

my knowledge. I am aware that, should investigation at any time show any falsi-
fication, I will be considered for suspension from the Program and/or prosecu-
tion for Medicaid Fraud. [ hereby authorize the Cabinet for Human Resources to
make all necessary verifications concerning me and my medical practice, and
further authorize and request each educational institute, medical/license board
or organization to provide all information that may be sought in connection

with my application for participation in the Kentucky Medicaid Program.

Signature:

Name:

Title:

Return ail enrollment forms, changes and inquiries to:

Medicaid-Provider Enrollment
Third Floor East

275 East Main Street
Frankfort, KY 40621

INTER-OFFICE USE ONLY

License Number Verified through (Enter Code)
Comments:

Date: Staff:
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APPENDIX III
CERTIFICATION ON LOBBYING
CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

The undersigned Second Party certifies, to the best of his
or her knowledge and belief, that for the preceding con-
tract period, if any, and for this current contract period:

1. No Federal appropriated funds have been paid or will
be paid, by or on behalf of the undersigned, to any
person for influencing or attempting to influence an
officer or employee of any agency, a Member of Con-
gress, an officer or employee of Congress, or an em-
ployee of a Member of Congress in connection with the
awarding of any Federal contract, the making of any
Federal grant, the making of any Federal loan, the
entering into of any cooperative agreement, and the
extension, continuation, renewal, amendment, or modifi-
cation of any Federal contract, grant, loan, or cooper-
ative agreement.

2, If any funds other than Federal appropriated funds
have been paid or will be paid to any person for influ-
encing or attempting to influence an officer or employ-
ee of any agency, a Member of Congress, an officer or
employee of Congress, or an employee of a Member of
Congress in connection with this Federal contract,
grant, loan, or cooperative agreement, the undersigned
shall complete and submit Standard Form-LLL "Disclo-
sure Form to Report Lobbying," in accordance with its
instructions.

3. The undersigned shall require that the language of
this certification be included in the award documents
for all subawards at all tiers (including subcon-
tracts, subgrants, and contracts under grants, loans,
and cooperative agreements) and that all subrecipients
shall certify and disclose accordingly.

This certification is a material representation of
fact upon which reliance was placed when this transac-
tion was made or entered into. Submission of this
certification is a prerequisite for making or entering
into this transaction imposed under Section 1352, Ti-
tle 31, U.S. Code. Any person who fails to file the
required certification shall be subject to a civil
penalty of not less than $10,000 and not more than
$100,000 for such failure.

SIGNATURE:

NAME:

TITLE:

DATE:
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES
KENTUCKY MEDICAL ASSISTANCE PROGRAM

Provider Agreement Electronic Media Addendum

nis addendum to the Provider Agreement is made and entered into as of the day
£ , 19 , by and between the Commonwealth of Kentucky, Cabinet for
uman Resources, Department for Medicaid Services, hereinafter referred to as the

abinet, and ’
Name and Address of Provider

sreinafter referred to as the Provider.

WITNESSETH, THAT:

Whereas, the Cabinet for Human Resources, Department for Medicaid Services, in
he exercise of its lawful duties in relation to the administration of the Kentucky
adical Assistance Program (Title XIX) is required by applicable federal and state
egulations and policies to enter into Provider Agreements; and

Whereas, the above-named Provider participates in the Kentucky Medical Assistance
rogram (KMAP) as a

Type of Provider and/or Level of Care) (Provider Number)

Now, therefore, it is hereby and herewith mutually agreed by and between the
arties hereto as follows:

1. ‘The Provider:

A. Desires to submit claims for services provided to recipients of the
Kentucky Medical Assistance Program (Title XIX) via electronic media
rather than via paper forms prescribed by the KMAP.

B. Agrees to assume responsibility for all electronic media claims,
whether submitted directly or by an agent.

C. Acknowledges that the Provider's signature on this Agreement Addendum
constitutes campliance with the following certification required of
each individual claim transmittal by electronic media:

"This is to certify that the transmitted information is true, accu-
rate, and complete and that any subsequent transactions which alter
the information contained therein will be reported to the KMAP., I
understand that payment and satisfaction of these claims will be
from Federal and State funds and that any false claims, statements,
or documents or concealment of a material fact, may be prosecuted
under applicable Federal and State Law."




MAP-380 (Rev. 04/90)

Page 2 APPENDIX IV

D. Agrees to use BMC submittal procedures and record layouts as defined
by the Cabinet.

E. Agrees to refund any payments which result from claims being paid
inappropriately or inaccurately.
F. Acknowledges that upon acceptance of this Agreement Addendum by the

Cabinet, said Addendum becomes part of the previously executed Provider
Agreement. All provisions of the Provider Agreement remain in force.

G. Mgrees to refurd to the State the processing fee incurred for proces-
sing any electronic media billing submitted with an error rate of 25%
or greater.

2. The Cabinet:

A. Mgrees to accept electronic media claims for services performed by
this provider and to reimburse the provider in accordance with estab~-
lished policies.

B. Agrees to assign to the provider or its agent a code to enable the
media to be processed.

C. Reserves the right of billing the provider the processing fee incurred
by the Cabinet for all claims submitted by any electronic media billing
that are found to have a 25% or greater error rate.

Either party shall have the right to terminate this Addendum upon written notice
without cause.

PROVILER CABINET FOR HUMAN RESOURCES
Departrent for Medicaid Services

BY:Signa'mre of Provider BY=SJ'.gnature of Authorized Official
or Designee

Contact Name: ‘  Name:

Title: Title:

Date: Date:

Telephone No.:

Software Vendor
and/or Billing Agency:

Media:
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Agreement Between the
Kentucky Medicaid Program
and
Electronic Media Billing Agency

'his agreement regards the submission of claims via electronic media to the Kentucky
ledicaid Program (KMP).

‘he

has

(Name of Billing Agency)

sntered into a contract with ’

(Name of Provider)
, to submit claims via electronic media for services provided to

"Provider Number)

MP recipients. The billing agency agrees:

1.

2.

4.

To safeguard information about Program recipients as required by state and
federal laws and regulations;

To maintain or have access to a record of all claims submitted for payment
for a period of at least five (5) years, and to provide this information
to the KMP or designated agents of the KMP upon request;

To submit claim information as directed by the provider, understanding the
submission of an electronic media claim is a claim for Medicaid payment and
that any person who, with intent to defraud or deceive, makes, or causes to
be made or assists in the preparation of any false statement, misrepresen—
tation or omission of a material fact in any claim or application for any
payment, regardless of amount, knowing the same to be false, is subject to
civil and/or criminal sanctions under applicable state and federal statutes.

To maintain on file an authorized signature from the provider, authorizing
all billings submitted to the KMP or its agents.

The Department for Medicaid Services agrees:

1.

2.

To assign a code to the billing agency to enable the media to be processed;

To reimburse the provider in accordance with established policies.

This agreement may be terminated upon written notice by either party without cause.

Signature, Authorized Agent of Billing Agency

Date:

Contact Name:

Signature, Representative of the
Department for Medicaid Services

Date:

Telephone No.:

Software Vendor

and/or Billing Agency:

Media:




APPENDIX V
CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES
ADULT DAY HEALTH CARE SERVICES MANUAL

ADULT DAY HEALTH CARE PROCEDURE CODES

The Kentucky Medical Assistance Program locally assigned Health Care
Financing Administration Common Procedure Coding System (HCPCS) codes
for Adult Day Health Care Services are as follows:

The first digit is an X (left to right) and is a constant for the Home and
Community Based Services Waiver Program.

" The second digit is an R and refers to Adult Day Health Care Service.

The third digit identifies the specific adult day health care service
provided: -

0 Basic Daily Service

4 Physical Therapy Service

5 Occupational Therapy Service
6 Speech Therapy Service

The last two digits identify the primary procedure provided. Basic daily
services and ancillary services MUST be entered on separate Tines.

XRO00 Basic Daily Service

Units of Service: 4 day equals 1 unit
1 full day equals 2 units

TRANSMITTAL # 8 APPENDIX V, Page 1



APPENDIX V
CABINET FOR HUMAN RESOURCES
OEPARTMENT FOR MEDICAID SERVICES
ADULT DAY HEALTH CARE SERVICES MANUAL

ADULT DAY HEALTH CARE PROCEDURE CODES

XR400-XR499 PHYSICAL THERAPY SERVICES

XR400 Initial Evaluation of patient'for Physical Therapy Program
XR401 Patient Assessment for Physical Therapy Program through applying
muscle, nerve, joint and functional ability tests

XR402 Training and instructions for patient/family in setting up and
following a Physical Therapy Program

XR403 Follow-up visit to evaluate progress of therapy program established
in #402

XR404 Gait evaluation and training

XR405 Therapeutic exercise program by therapist (including muscle

strengthening, neuromuscular facilitatien, sitting and standing
balance and endurance, increased range of motion
XR406 Transfer Training

XR407 Instructions in the care and use of wheelchairs, braces, crutches,
canes, prosthesis and/or orthotic devices

XR408 Breathing Exercises, Percussion/Postural Drainage/Vibration for
Pulmonary Functioning

XR409 Teaching compensatory technique to improve the level of independence

in activities of daily Tiving

XR410 Other Physical Therapy visit (Identify in Item #15, Procedure/Supply
Description column)

XR411-XR499

Units of Service - A unit of service would be a patient encounter.

TRANSMITTAL #3 APPENDIX V, Page 2




APPENDIX V

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

ADULT DAY HEALTH CARE SERVICES MANUAL

ADULT DAY HEALTH CARE PROCEDURE CODES

XR500-XR599 OCCUPATIONAL THERAPY

XR500
XR501
XR502

XR503
XR504
XR505
XR506
XR507

Initial Evaluation of patient's level of function for Occupational
Therapy Program '

Visit for training for better coordination, use of senses and
perception

Therapeutic exercise program by therapist (including muscle strengthening,
neuromuscular facilitation, sitting and standing balance and
endurance, increased range of motion

Instructions for patient and/or family in setting up and following
an occupational therapy program

Follow-up visit to evaluate progress of patient and/or family in
following program set up in #503

Teaching compensatory technique to improve the level of independence
activities of daily living

Designing and fitting of orthotic and self-help devices (i.e. hand
splint for patient with rheumatoid arthritis

Other Occupational Therapy visit (Identify in Item #15, Procedure/
Supply Description column)

XR508-XR599

Units of Service - A unit of service would be a patient encounter.

XR600-XR699 SPEECH THERAPY SERVICES

XR600
XR601
XR602
XR603
XR604

Initial Evaluation of patient for Speech Therapy Program (Determines
and recommends the appropriate speech and hearing service)

Instructions for patient and/or family in setting up and following
a Speech Therapy Program

Followup visit to evaluate the progress of Speech Therapy Program
set up in #601 '

Visit to provide rehabilitative services for speech, hearing, and
language disorders

Miscellaneous Speech Therapy visit (Please identify in Item #15,
Procedure/Supply Description column)

XR605-XR699

Units of Service - A unit of service would be a patient encounter.

TRANSMITTAL #8 APPENDIX V, Page 3
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APPENDIX VIII

THIRD PARTY LIABILITY

LEAD FORM

ipient Name : MAID #
Date of Birth : Address:
Date of Service : To:
Date of Admission: Date of Discharge:
Name of Insurance Company:
Address : -
Policy #: Start Date: End Date:
Date Filed with Carrier :
* vider Name : Provider #:

Comments:

Signature: Date:




APPENDIX IX
PROVIDER INQUIRY FORM

DS Please remit both
P.O. Box 2009 copies of the Inquiry
Frankfort, Ky. 40602 Form to EDS.
1. Provider Number 3. Recipient Name (first, last)
2 Provider Name and Address ' 4. Medical Assistance Number
5. Billed Amount 6. Claim Service Date
7. RA Date 8. Interna!l Control Numbaer

9. Provider’'s Message

Signature Date

Dear Provider:
_ This claim has been resubmitted for possible payment.
EDS can find no record of receipt of this claim. Piease resubmit.

____This claim paid on in the amount of

We do not understand the nature of your inquiry. Please clarify.
_ EDS can find no record of receipt of this claim in the last 12 months.
. This claim was paid according to Medicaid guidelines.

This claim was denied on with EOB code

____Agedclaim. Payment.may not be made for services over 12 months old without proof that the claim was
received by EDS within one year of the date of service; and if the claim rejects, you must show timely
receipt by EDS within 12 months of that rejection date. Claims must be received by EDS every 12 months
to be considered for payment.

Other:

EDS Date



APPENDIX X
MAIL TO:  EDS FEDERAL CORPORATION

P. O. BOX 2009
FRANKFORT, KY 40602

ADJUSTMENT REQUEST FORM

1. Original Internal Control Number (.C.N.) EDS FEDERAL USE ONLY

N T T I O

2. Recipient Name

3. Recipient Medicaid Number

4. Provider Name/Number/Address 5. From Date Service 6. To Date Service

7. Billed Amt. 8. Paid Amt. 9. R.A. Date

10. Please specify WHAT is to be adjusted on the claim.

11. Please specify REASON for the adjustment request or incorrect original claim payment.

IMPORTANT: THIS FORM WILL BE RETURNED TO YOU IF THE REQUIRED INFORMATION AND DOCUMENTA-
TION FOR PROCESSING ARE NOT PRESENT. PLEASE ATTACH A COPY OF THE CLAIM AND
REMITTANCE ADVICE TO BE ADJUSTED.
12. Signature 13. Date

EDSF USE ONLY--DO NOT WRITE BELOW THIS LINE

e ]

Field/Line:
New Data:

Previous Data:

Field/Line:
New Data:

Previous Data:

er Actions/Remarks:



MATL TO: EDS APPENDIX XI
P.O. BOX 2009
FRANKFORT, KY 40602

CASH REFUND DOCUMENTATION

- — - ——— v

1. Check Number {2. Check amount
|

3. Provider Name/Number/Address 4. Recipient Name
|
|

I5. Recipient Number
I
I

6. Fram Date of Service |7. To Date of Service [8. RA Date
] I
| |

9. Internal Control Number (If several ICNs attach RAs)

Reason for Refund: (Check appropriate blank)

a. Payment from other source - Check the category and list name
____ Health Insurance (attach a copy of EOB)
—_ Auto Insurance

Medicare paid

Other

b. Billed in error
c. Duplicate payment (attach a copy of both RA's)

If RA's are paid to 2 different providers specify to which provider
number the check is to be applied.

___d. Processing error OR Overpayment
Explain why

e. Paid to wrong provider

f. Money has been requested - date of the letter /7
(Attach a copy of letter requesting money)

—__ 9. Other

Contact Name Phone:




CABINET FORHUMANRESOURCES
COMMONWEALTH OF KENTUCKY :
FRANKFORT 40621-0001

DEPARTMENT FOR MEDICAID SERVICES
“An Equal Opportunity Employer M/F/H"

Adult Day Health Care Services
Manual Transmittal Letter # 18

Dear Provider:

This letter transmits a complete revision to the Kentucky
Medicaid Adult Day Health Care Service Provider Manual. Please
replace all previous Adult Day Health Care Services Manuals with
this latest edition. Manual changes include the following:

1) The manual has changed to show that the billing form
is the Health Insurance Claim Form, HCFA-1500, (Rev.
12-90). Instructions for completing this form are
included in the manual. Refer to pages 7.1-7.8.

2) Additional information has been included regarding the

—~ Home-and Community-Based Waiver Program's assessments
and reassessments for clarification. Refer to pages
3.3-3.4.

3) Additional information is included in the Condition
for Participation Section regarding ownership,
disclosure of information, withdrawal of
participation, patient consent forms, and medical
records.

4) The procedures for cash refunds have been included.
Refer to pages 9.6-9.7. The Cash Refund Documentation
form has been included as Appendix XI.
If you have questions please contact the Division of Program

Services, Alternative Services Branch at (502) 564-6890. Your
continued cooperation with the Medicaid Program is appreciated.

Sincerely,

Roy Butler, Commissioner
Department for Medicaid Services

— RB/dw

Enclosure
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES
ADULT DAY HEALTH CARE SERVICES MANUAL

SECTION I - INTRODUCTION

A.  INTRODUCTION

This new edition of the Kentucky Medicaid [Medical-Assistanee] Program
Adult Day Health Care Services Manual has been formulated with the inten-
tion of providing you, the provider, with a useful tool for interpreting
the procedures and policies of the Kentucky Medicaid [Medical-Assistance]

Program. It has been designed to facilitate the processing of your
claims for services provided to qualified recipients of Medicaid.

This manual is intended to provide basic information concerning coverage,
billing, and policy. It will[shepefuddy-,] assist you in understanding
what procedures are reimbursable, and will also enable you to have your
claims processed with a minimum of time involved in processing rejections
and making inquiries. It has been arranged in a loose-leaf format, with

a decimal page numbering system which will allow policy and procedural
changes to be transmitted to you in a form which may be immediately incor-
porateg into the manual (i.e., page 7.6 might be replaced by new pages

7.6 and 7.7).

Precise adherence to policy is imperative. In order that your claims may
be processed quickly and efficiently, it is extremely important that you
follow the policies as described in this manual. Any questions concern-
ing general agency policy should be directed to the Office of the Commis-
sioner, Department for Medicaid Services, Cabinet for Human Resources,
275 East Main Street [CHR—Building], Frankfort, Kentucky 40621, or Phone
(502) 564-4321. Questions concerning the application or interpretation
of agency policy with regard to individual services should be directed to
the Division of Program Services, Department for Medicaid Services, Cabi-
net for Human Resources, 275 East Main Street [EHR-Buitdimg], Frankfort,
Kentucky 40621, or Phone (502) 564-6890. Questions concerning billing
procedures or the specific status of claims should be directed to EDS,
P.0. Box 2009, Frankfort, KY 40602, or Phone (800) 756-7557 [333—2168]
or (502) 227-2525. .
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CABINET FOR HUMAN RESOURCES

DEPARTMENT FOR MEDICAID SERVICES
ADULT DAY HEALTH CARE SERVICES MANUAL

SECTION I - INTRODUCTION

B. Fiscal Agent

Effective December 1, 1983, Electronic Data Systems (EDS) began providing
fiscal agent services for the operation of the Kentucky Medicaid Manage-
ment Information System (MMIS). EDS receives and processes all claims
for medical services provided to Kentucky Medicaid recipients.

[E—Eteetrenic-MediaClaims—EME)

-Electronic-Media-Claims {(EMC)—is—a-means -by-which-Adult—DayCare—provid—
ers-can-submit-claims-electronically.—EMC-enables—providers—to—experi-
ence—an—improved-cash flow, fewer-errors.in-claims-processing,-and-a—re=
etion—if eEfort_wit 4 o X Claims o bmitted_eloc
eally s et I?'ﬂ.gke a::f;o | -an-be- tic 4 k=
-ette;—or-modem-

Llaims—that—require—attachments—cannot—be submitted—electronically-
4@m>me$e—in£epmatien—#egarding—EMGT—eentaet:an—EMC_Representa%%ve—a&b

{502)-227=9073-or-1={800)~756-7557{333~-2188]—You-may—atse—write—to—£b5,
-P.0.Box—[2008]-2009;--Frankforts;—Kentucky—46602<1
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

ADULT DAY HEALTH CARE SERVICES MANUAL

SECTION II - KENTUCKY MEDICAID [MEDICAL-ASSISTANGE] [LKMAR)]

II.

KENTUCKY MEDICAID [MEBICAE-ASSISTANEE] PROGRAM [{KMAR)}

A.

General Information

The Kentucky Medicaid [Medieal-Assistanee] Program[;-frequentiy-re-
ferred-to-as-the-Medieatd-Pregram;] is administered by the Cabinet for
Human Resources, Department for Medicaid Services. The Medicaid Pro-
gram, identified as Title XIX of the Social Security Act, was enacted
in 1965, and operates according to a State Plan approved by the U.S.
Department of Health and Human Services.

Title XIX is a joint Federal and State assistance program which pro-
vides payment for certain medical services rendered to Kentucky recipi-
ents who lack sufficient income or other resources to meet the cost of
such care. The basic objective of the Kentucky Medicaid [Medicalt-As-
sistanee] Program is to aid the medically indigent of Kentucky in ob-
taining quality medical care.

As a provider of medical services, you must be aware that the Depart-
ment for Medicaid Services is bound by both Federal and State statutes
and regulations governing the administration of the State Plan. The
Department shall [ean]not reimburse you for any services not covered :
by the plan. The state cannot be reimbursed by the federal government
for monies improperly paid to providers of non-covered unallowable
medical services.

The Kentucky Medicaid [Medieat-Assistanee] Program, Title XIX, Medi-
caid, is not to be confused with Medicare. Medicare is a Federal pro-
vision, identified as Title XVIII, basically serving persons 65 years
of age and older, and some disabled persons under that age. The Ken-
tucky Medicaid Program serves eligible recipients of all ages.

TRANSMITTAL #8 [-H] _ Page 2.1



CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES
ADULT DAY HEALTH CARE SERVICES MANUAL

SECTION II - KENTUCKY MEDICAID [MEBICAL-ASSISTANCE] HKMAPYH

B. Administrative Structure

The Department for Medicaid Services, within the Cabinet for Human
Resources, bears the responsibility for developing, maintaining, and
administering the policies and procedures, scopes of benefits, and
basis for reimbursement for the medical care aspects of the Program.
The Department for Medicaid Services makes the actual payments to the
providers of medical services, who have submitted claims for services
within the scope of covered benefits which have been rendered to eligi-
ble recipients.

Determination of the eligibility status of individuals and families
for Medicaid [Medieal-Assistanee] benefits is a responsibility of the
local Department for Social Insurance Offices, located in each county
of the state.

C. Advisory Council

The Kentucky Medicaid [Medieal-Assistanece] Program is guided in poli-
cy-making decisions by the Advisory Council for Medical Assistance.

In accordance with the conditions set forth in KRS 205.540, the Coun-
cil is composed of seventeen members, including the Secretary of the
Cabinet for Human Resources, who serves as an ex officio member. The
remaining sixteen members are appointed by the Governor to four-year
terms. Nine members represent the various professional groups provid-
ing services to Program recipients, and are appointed from a list of
three nominees submitted by the applicable professional associations.
The other seven member are lay citizens.

In accordance with the statutes, the Advisory Council meets at least
every three months and as often as deemed necessary to accomplish
their objectives.

In addition to the Advisory Council, the statutes make provision for a
five-member technical advisory committee for certain provider groups
and recipients. Membership on the technical advisory committees is
decided by the professional organization that the technical advisory
committee represents. The technical advisory committees provide for a
broad professional representation to the Advisory Council.

TRANSMITTAL #8 H] Page 2.2



CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES
ADULT DAY HEALTH CARE SERVICES MANUAL

SECTION II — KENTUCKY MEDICAID [MEDIGAL-ASSISTANGE] L{KMAR)]

As necessary, the Advisory Council appoints subcommittees or ad hoc
committees responsible for studying specific issues and. reporting
their findings and recommendations to the Council.

D. Policy

The basic objective of the Kentucky Medicaid [Medicat-Assistanee] Pro-
gram [hereinafter-referred-te-as—KMAP;] is to assure the availability

and accessibility of quality medical care to eligible Program recipi-

ents.

The 1967 amendments to the Social Security Law stipulates that Title
XIX Program have secondary liability for medical costs of Program re-
cipients. That is, if the patient has an insurance policy, veteran's
coverage, or other third party coverage of medical expenses, that par-
ty is primarily liable for the patient's medical expenses. The Medi-
caid [Med+eal-Assistanee] Program has secondary liability. According-
Ty, the provider of service shall [sheutd] seek reimbursement from
such third party groups for medical services rendered. If you, as the
provider, should receive payment from Medicaid [the-KMAP] before know-
ing of the third party's liability, a refund of that payment amount
should be made to Medicaid [the-KMAP], as the amount payable by the
Department shall be reduced by the amount of the third party obliga-
tion.

In addition to statutory and regulatory provisions, several specific

policies have been established through the assistance of professional
advisory committees. Principally, some of these policies are as fol-
Tows:

A1l participating providers must agree to provide services in compli-
ance with federal and state statutes regardless of sex, race, creed,
religion, national origin, handicap or age.
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES
ADULT DAY HEALTH CARE SERVICES MANUAL

SECTION II — KENTUCKY MEDICAID [MEDICAL-ASSISTANCE] [-CiMAPY]

Each medical professional is given the choice of whether or not to
participate in the Kentucky Medicaid [Medteat-Assistanee] Program.
From those professionals who have chosen to participate, the recipient
may choose the one from whom he wishes to receive his [or-her] medical
care.

When the Department make payment for a covered services and the provid-
er accepts the payment made by the Department in accordance with the
Department's fee structure, the amounts paid shall be considered pay-
ment in full; and no bill for the same service shall be tendered to

the recipient, or payment for the same service accepted from the recip-
ient.

Providers of medical service attest by their signatures (not facsimi-
les) that the presented claims are valid and in good faith. Fraudu-
lent claims are punishable by fine and[fer] imprisonment.

A1l claims and substantiating records are auditable by both the Govern-
ment of the United States and the Commonwealth of Kentucky.

A1l claims and payments are subject to rules and regulations issued
from time to time by appropriate levels of federal and state legisla-
tive, judiciary and administrative branches.

A1l services to recipients of this Program shall be on a level of care
at least equal to that extended private patients, and normally expect-
ed of a person serving the public in a professional capacity.

A1l recipients of this Program are entitled to the same level of confi-
dentiality accorded patients NOT eligible for Medicaid benefits.

Professional services shall be periodically reviewed by peer groups
within a given medical speciality.
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES
ADULT DAY HEALTH CARE SERVICES MANUAL

SECTION II - KENTUCKY MEDICAID [MEBICAL-ASSISTANEE] [(KMAPY]

A1l services are reviewed for recipients and provider abuse. Willful

abuse by the provider may result in his [er-her] suspension from Pro-

gram participation. Abuse by the recipient may result in surveillance
of the payable services he [er-she] receives. _

No claim may be paid for services outside the scope of allowable bene-
fits within a particular specialty. Likewise, no claims will be paid
for services that required, but did not have, prior authorization by
the Kentucky Medicaid [Medieal-Assistanee] Program.

No claims may be paid for medically unnecessary items, services, or
supplies.

When a recipient makes payment for a covered service, and that [sueh]
payment is accepted by the provider as either partial payment of pay-
ment in full for that service, no responsibility for reimbursement
shall attach to the Cabinet and no bill for the same service shall be
paid by the Cabinet.

E. Public Law 92-603 (As Amended)

Section 1909. (a) Whoever—

(1) knowingly and willfully makes or causes to be made any
false statement or representation of a material fact in
any application for any benefit or payment under a
State plan approved under this title,

(2) at any time knowingly and willfully makes or causes to
be made any false statement or representation of a ma-
terial fact for use in determining rights to such bene-
fit or payment,

(3) having knowledge of the occurrence of any event affect-

ing

(A) his initial or continued right to any such benefit
or payment, or

(B) the initial or continued right to any such benefit
or payment of any other individual in whose behalf
he has applied for or is receiving such benefit or
payment, conceals or fails to disclose such event
with an intent fraudulently to secure such benefit
or payment either in a greater amount or quantity
than is due or when no such benefit or payment is
authorized, or
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ADULT DAY HEALTH CARE SERVICES MANUAL

SECTION II - KENTUCKY MEDICAID [MEDICAL-ASSISTANGE] [(KMAPY

(4) having made application to receive any such benefit or
payment for the use and benefit of another and having
received it, knowingly and willfully converts such bene-
fit or payment or any part thereof to a use other than
for the use and benefit of such other person.

shall (i) in the case of such a statement, representation, con-
cealment, failure, or conversion by any person in connection with
the furnishing (by that person) of items or services for which
payment is or may be made under this title, be guilty of a felony
and upon conviction thereof fined not more than $25,000 or impris-
oned for not more than five years or both, or (ii) in the case of
such a statement, representation, concealment, failure, or conver-
sion by any other person, be guilty of a misdemeanor and upon con-
viction thereof fined not more than $10,000 or imprisoned for not
more than one year, or both. In addition, in any case where an
individual who is otherwise eligible for assistance under a State
plan approved under this title is convicted of an offense under
the preceding provisions of this subsection, the State may at its
option (notwithstanding any other provision of this title or of
such plan) limit, restrict, or suspend the eligibility of that
individual for such period (not exceeding one year) as it deems
appropriate; but the imposition of a limitation, restriction, or
suspension with respect to the eligibility of any individual un-
der this sentence shall not affect the eligibility of any other
person for assistance under the plan, regardless of the relation-
ship between that individual and such other person.
(b)(1) Whoever knowingly and willfully solicits or receives
any remuneration (including any kickback, bribe, or rebate) di-
rectly or indirectly, overtly or covertly, in cash or in kind—-,
(A) in return for referring an individual to a person
for the furnishing or arranging for the furnishing of any
item or service for which payment may be made in whole or in
part under this title, or
(B) in return for purchasing, leasing, ordering, or
arranging for or recommending purchasing, leasing, or
ordering any good, facility, service, or item for which
payment may be made in whole or in part under this ti-
tle,
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SECTION II - KENTUCKY MEDICAID [MEDICAL-ASSISTANGE} FCKMAPY

shall be guilty of a felony and upon conviction thereof, shall be
fined not more than $25,000 or imprisoned for not more than five
years, or both.

(2)

Whoever knowingly and willfully offers or pays any remu-

neration (including any kickback, bribe, or rebate) directly or
indirectly, overtly or covertly, in cash or in kind to any person
to induce such person——

(3)

(c)

(A) to refer an individual to a person for the furnish-
ing or arranging for the furnishing of any item or
service for which payment may be made in whole or
in part under this title, or

(B) to purchase, lease, order, or arrange for or recom-
mend purchasing, leasing, or ordering any good,
facility, service, or item for which payment may
be made in whole or in part under this title,
shall be guilty of a felony and upon conviction
thereof shall be fined not more than $25,000 or
imprisoned for not more than five years, or both.

Paragraphs (1) and (2) shall not apply to—-

(A) a discount or other reduction in price obtained by
a provider of services or other entity under this:
title if the reduction in price is properiy dis-
closed and appropriately reflected in the costs
claimed or charges made by the provider or entity
under this title; and

(B) any amount paid by an employer to an employee (who
has a bona fide employment relationship with such
employer) for employment in the provision of cov-
ered items or services.

Whoever knowingly and willfully makes or causes to be

made, or induces or seeks to induce the making of, any

false statement or representation of a material fact
with respect to the conditions or operations of any
institution or facility in order that such institution
or facility may qualify (either upon initial certifica-
tion or upon recertification) as a hospital, skilled
nursing facility, intermediate care facility, or home
health agency (as those terms are employed in this ti-
tle) shall be guilty of a felony and upon conviction
thereof shall be fined not more than $25,000 or impris—
oned for not more than five years, or both.
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SECTION II - KENTUCKY MEDICAID MEDIEAL—ASSTSTANCE] [{KMAPY]

(d) Whoever knowingly and willfully—-

(1) charges, for any service provided to a patient under a
State plan approved under this title, money or other considera-
tion at a rate in excess of the rates established by the State, or

(2) charges, solicits, accepts, or receives, in addition to
any amount otherwise required to be paid under a State plan ap-
proved under this title, any gift, money, donation, or other con-
sideration (other than a charitable, religious, or philanthropic
contribution from. an organization or from a person unrelated to
the patient)—-

(A) as a precondition of admitting a patient to a hospi-
tal, skilled nursing facility, or intermediate care facili-
ty, or

(B) as a requirement for the patient's continued stay
in such a facility,

when the cost of the services provided therein to the patient is
paid for (in whole or in part) under the State plan, shall be
guilty of a felony and upon conviction thereof shall be fined not
more than $25,000 or imprisoned for not more than five years, or
both.

[F=——TFimety-Submission-of-Clatms

in-order-to-receive-Federal-Finanetat-Participations—ectaims-for-cov—
ered-services-rendered-etigibte-Titie-XiX-recipients-must-be-received
by-EBS-within-twelve-{12}-months—from-the-date-of-services——Claims
received-after-the-date-wili-not-be-payables——Fhis-potiey-became-effee-
tive—August-23;-1979+<]

[6-—MedicalRecords—

"for—any—tdditional-time—as-may—be—necessary—n-
or-other-dispute——The-records—and-any—ether—information-regarding
payments—etaimed-must—be—maintained—in-an- i i
fyfﬁ%ﬁhed—%e—%heTEab4ne%—u?en—reques%~aﬂd—made—ava%%ab%e*fﬁ?‘?ﬁ§ﬁ§f=

~tion—and/ior—copying—by Cabinet personnel.]
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IT11. CONDITIONS OF PARTICIPATION
A. Definition of Adult Day Health Care

Adult Day Health Care is a program of services provided under health
leadership in an ambulatory care setting for adults who due to physi-
cal [and+]or mental impairment, are not capable of full time indepen-
dent living. Participants in the Adult Day Health Care Program must
meet all eligibility requirements under the Home and Community Based
Services Waiver and be referred to the Adult Day Health Care Program
by the Home and Community Based Services Provider and their attend-
ing physician. The essential elements of a day health care program
are directed toward meeting the health maintenance and restoration
needs of the recipient. However, there are socialization elements

in the program which relate to the isolation so often associated

with i1lness in the aged and disabled, and which are considered vi-
tal for the purpose of fostering and maintaining the maximum possi-
ble state of health and well being.

Licensed Adult Day Health Care Centers, including long term care
facilities which are appropriately licensed in Kentucky for the pro-
vision of adult day health care services, may be certified for par-
ticipation in the Medicaid [kMAP]. The Center must have obtained a
certificate of need{ i T
-Licenseure-Board,-and-have-met—the-requirements—for—certification—as
-a-provider-of] from the Commission for Health Economics Control and
have met the requirements for licensure as Adult Day Health Care
services. Participating centers shall required to meet all applica-
ble federal, state, and local requirements.

B. Application for Participation

In order to participate in the Home and Community Based Services
Program [Waiver—Prejeet] as a provider of adult day health care, the
center [agency] must complete an application to participate which
includes:

1. Application for Participation (MAP-343); and
2. Provider Information Sheet (MAP-344)
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Additionally, the Adult Day Health Care Center must submit a verifi-
cation of current license. Both copies of the MAP-343, the MAP-344,
a Statement related to services and charges, and the license verifi-
cation, are to be submitted to:

Division of Program Services
ATTN: Provider Enrollment
Department for Medicaid Services
Cabinet for Human Resources

275 East Main Street

Frankfort, KY 40621

The yellow copy of the Application for Participation (MAP-343),

} 3 ,] will be returned to the center [agency]
along with a cover letter indicating the provider number and effec-
tive date of participation. Questions regarding enrollment may be
addressed to Provider Enrollment, Department for Medicaid Services,
275 East Main Street, Frankfort, Kentucky 40621 or Phone (502)
564-3476.

Services must be furnished by the participating Adult Day Health
Care Center or by others under approved contractual arrangements
with the Center. Only those arrangements or contracts made by the
Adult Day Health Care Center with another health organization or
individual approved by the Division of Licensing and Regulations
will be acceptable by Medicaid [kMAR]. Arrangements made by an
Adult Day Health Care Center with others to provide services must be
stipulated in such a way that receipt of payment by the Adult Day
Health Care Center for the service (whether in its own right or as
an agent) discharges the liability of the recipient or Medicaid [the
kMAP] to make any additional payment for such services.

C. The Home-and Community-Based Program and Provision of Adult Day
Health Care Services as a Part of that Program

Adult Day Health Care Services are only covered as a part of the
Home-and Community-Based (HCB) Program. HCB Program services provid-
ed by Medicaid certified HCB Program providers shall be payable by
the Medicaid Program, when provided to Medicaid recipients who have
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been determined by the Professional Review Organization (PRO) to
meet the Tevel of care for Nursing Facility services, and have been
prior authorized by the Department for Medicaid Services to receive
HCB Program Services. The physician shall order the services and
certify that if waiver services were not available, he would order
Nursing Facility services, and the individual would be admitted in
the immediate future.

It shall be the responsibility of the Home-and Community-Based (HCB)
provider to initiate the assessment and certification process to
determine whether the recipient is eligible to receive HCB services
including Adult Day Health Care. The HCB provider shall:

1. Obtain the physician's orders for services and certifica-
tion regarding need for nursing facility level of care,

2. Obtain the level of care determination by the professional
review organization, and

3. Obtain prior authorization to provide the HCB services
from the Department for Medicaid Services.

The HCB provider shall be responsible for providing all HCB recipi-
ents at least one case management contact per month (every 30-31
days) to assess the service delivery. This contact may be by tele-
phone or face-to-face. However, a face-to-face contact with the
recipient shall be made at least every other month. The face-to-
face contact with the adult day health care recipient may be made
while the recipient is at the adult day health care center.

The HCB provider shall provide reassessment and recertification re-
garding the continuing need for HCB services at least every six (6)
months. The same general procedures used for the initial assessment
apply to the reassessment. Medicaid reimbursement shall not be
available -for any waiver service (including Adult Day Health Care)
provided during any period of time that the recipient is not covered
by a valid Level of Care Certification or has not been reassessed
-and prior authorized. Additionally, if more than sixty (60) days
have elapsed since the end of the previous certification period, the
recipient will be considered terminated from the HCB Program.

It shall also be the responsibility of the Adult Day Health Care
provider to assure that all HCB recipients receiving Adult Day
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Health Care Services have been appropriately reassessed and recerti-
fied. ~

Although the HCB provider shall arrange for the provision of the

AduTt Day Health Care Services the HCB provider shall [w+HH develop
its own plan of treatment for the services provided to the recipient
in accordance with the care need findings of the comprehensive as-
sessment and the physician's orders. (Information obtained through
the initial assessment shall be used in conjunction with any addi-
tional information.)

Reimbursement shall be made directly to the adult day health care
provider for Adult Day Health Care Services provided by the Center.

Adult Day Health Care Services are to be furnished to Medicaid
[KMAR] recipients eligible under the Waiver by members of the health
team in the adult day health care center. The health team should
include but not be limited to the following: Physician, Registered
Nurse, Activities Director, Physical Therapist, Speech Pathologist,
Social Worker, Nutritionist, Health Aide, and Occupational Therapist
(if available).

1. Plan of Treatment

Adult Day Health Care Services are provided to Medicaid [KMAP]
recipients eligible under the waiver in accordance with a physi-
cian's plan of treatment for Adult Day Health Care Services.

The plan of treatment developed by the physician in consulta-
tion with appropriate agency staff shall cover all pertinent
diagnoses, mental status, types of services required, frequency
of visits to the center, prognosis, rehabilitation potential,
functional limitations, activities permitted, nutritional re-
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quirements, medications, and treatments, any safety measures to
protect against injury, instructions for timely discharge or
referral, and any other appropriate items. Any additions or
modifications to the original plan of treatment are to be indi-
cated on a change of order form, signed by the physician
and(/or] included in the recertification. Orders for therapy
services are to include the specific procedures and modalities
to be used and the amount, frequency and duration of such thera-
py service. Individual plans would need to be developed for
therapy services.
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a. CONFORMANCE WITH PHYSICIAN'S ORDERS: Drugs and treatments are
administered by Center staff only as ordered by the physician.
The nurse or therapist shall immediately record and sign oral
orders and obtain the physician's countersignature as soon as
possible. Center staff shall evaluate and monitor all patient
medications for possible adverse reactions, significant side
effects, drug allergies, and contraindicated medication, and
promptly report any problems to the physician.

b. REVIEW OF PLAN OF TREATMENT: The total plan of treatment shall
be reviewed by the recipient's physician and Center personnel
as often as every 90 days. Included in the review of the plan
of care shall be the physician's certificationf/4 or recertifi-
cation of the need for continued care.

Responsibility for assuring that the Adult Day Health Care Ser-
vices continue to maintain the recipient [patieat] at the maxi-
mum level possible will be assumed by the physician and the
Health Team. Evaluations should be made at the time of recerti-
fication, or earlier, if the severity of the recipient's [pa-
tient's] illness indicates the need for institutionalization or
another type of care.

Should a recipient's {patient—si condition become such that a
different type of care would be more beneficial, the Center
staff shall make the necessary transfer or referral and advise
the Home and Community Based Services Provider of such referral
or transfer. The Home and Community Based Services Provider
shall [weuld] notify the Department for Medicaid Services.
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D. Termination of Provider Participation

907 4] KAR 1:220 regulates the terms and conditions of provider par-
ticipation and procedures for provider appeals. The Cabinet for
Human Resources determines the terms and conditions for participa-
tion of vendors in the Kentucky Medicaid pMed+eal—Ass¢stanee] Pro-
gram and may suspend term1nate, “deny or not renew a vendor's provid-

er agreement for "good cause." "Good cause" is defined as:

1. Misrepresenting or concealing facts in order to receive or to
enable others to receive benefits;

2.  Furnishing or ordering services under Medicaid that are substan-
tially in excess of the recipient's needs or that fail to meet
professionally recognized health care standards;

3. Misrepresenting factors concerning a facility's qualifications
as a provider;

4. Failure to comp]y with the terms and conditions for vendor par-
ticipation in the program and to effectively render service to
recipients; or

5. Submitting false or questionable charges to the agency.
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The Kentucky Medicaid [Medical Assistance] Program shall notify a
provider in writing at least thirty (30) [H-fteen—15)] days prior
to the effective date of any decision to terminate, suspend, deny or
not renew a provider agreement. The notice will state:

1. The reasons for the decision;
2. The effective date;

3. The extent of its applicability to participation in the Medi-
caid [Medieat—Assistance] Program;

4, The earliest date on which the Cabinet will accept a request
for reinstatement;

5. The requirements and procedures for reinstatement; and
6. The appeal rights available to the excluded party.

The provider receiving such notice may request an evidentiary hear-
ing. The request must be in writing and made within five (5) days
of receipt of the notice.

The hearing shall be held within thirty (30) days of receipt of the
written request, and a decision shall be rendered within thirty (30)
days from the date all evidence and testimony is submitted. Techni-
cal rules of evidence shall not apply. The hearing shall be held
before an impartial decision-maker appointed by the Secretary for
Human Resources. When an evidentiary hearing is held, the provider
is entitled to the following:

1. Timely written notice as to the basis of the adverse decision
and disclosure of the evidence upon which the decision was
based;

2. An opportunity to appear in person and introduce evidence to
refute the basis of the adverse decision;

3. Counsel representing the provider;
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4. An opportunity to be heard in person, to call witnesses, and to
introduce documentary and other demonstrative evidence; and

5. An opportunity to cross-examine witnesses.

The written decision of the impartial hearing officer shall state

the reasons for the decision and the evidence upon which the determi-
nation is based. The decision of the hearing officer is the final
decision of the Cabinet for Human Resources.

These procedures apply to any individual provider who has received
notice from the Cabinet of termination, suspension, denial or
nonrenewal of the provider agreement or of suspension from the Ken-
tucky Medicaid [Medieal-Assistanee] Program, except in the case of
an adverse action taken under Title XVIII (Medicare), binding upon
the Medicaid [Medical-Assistaneel Program. Adverse action taken
against an individual provider under Medicare must be appealed
through Medicare procedures.

E. Change of Ownership

The Adult Day Health Care Provider shall [must] complete new partici-
pation agreement forms whenever the agency has a change of owner-
ship. The information and forms necessary to complete the applica-
tion to participate in the Medicaid [kMAP] are:

1. Application for Participation (MAP-343); and

2. Provider Information Sheet (MAP-344); and

3. Verification of current Adult Day Health Care license.
These forms shall be submitted along with a cover letter stating

that this represents a change of ownership, giving the old agency,
the name of the new agency and the effective date of the change.
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F. Disclosure of Information (42 CFR 405, 420, 413 and 455)

There are some requirements for disclosure of information by institu-

tions and organizations providing services under Medicare and Medi-

caid

(Titles XVIIT and XIX of the Social Security Act.) The Federal

requiations implement sections 3, 8, 9, and 15 of the Medicare-Medi-

caid

Anti-Fraud and Abuse Amendments of 1977 (Public Law 95-142).

The portions applicable to Medicaid are outlined for you. The regqu-

Tations are significant and we suggest your attention to them.

Of particular impact on Medicaid providers are the following:

1.

The Secretary of the Department of Health and Human Services or

the State agency may refuse to enter into or renew an agreement
with a provider if any of its owners, officers, directors,
agents, or managing employees has been convicted of criminal
offenses involving any of the programs under Titles XVIII, XIX,
or XX. -

The Secretary or State agency may terminate an agreement with a

provider that failed to disclose fully and accurately the iden—
tity of any of its owners, officers, directors, agents, or man-
aging employees who have been convicted of a program-related
criminal offense at the time the agreement was entered into.

The Secretary may have access to Medicaid provider records.

Providers are required to disclose certain information about

owners, employees, subcontractors, and suppliers.

In addition to these new requirements, the Federal regulations detail

revisions to existing sections on bankruptcy or insolvency and provider

agreements, and note information which may be requested concerning busi-

ness transactions.

G. Withdrawal of Participation

If a

provider withdraws participation in Medicaid, written notice

shall be given to the Cabinet for Human Resources, Department for

Medicaid Services at least thirty (30) days prior to the effective

date

of withdrawal. Payment may not be made for services or items

provided to recipients on or after the effective date of withdrawal.
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H. Patient Consent Forms

Please be advised that neither the Office of Inspector General (Li-
censing and Reqgulation or Audits) nor Medicaid personnel are re-
quired to have completed patient consent forms prior to or upon re-
viewing or investigating patient records or provider records which
relate to the Kentucky Medicaid Program.

These procedures apply to any individual provider who has received
notice from the Cabinet of termination, suspension, denial or non-re-
newal of the provider agreement or of suspension from the Kentucky
Medicaid Program, except in the case of an adverse action taken un-
der Title XVIII (Medicare), binding upon the Medicaid Program. Ad-
verse action taken against an individual provider under Medicare
shall be appealed through Medicare procedures.

I. Medical Records

Medical records shall substantiate the services billed to Medicaid
by the Home Health Agency. The medical records shall be accurate
and appropriate. All records shall be signed and dated.

Medical records shall be maintained for a minimum of five (5) years
and for any additional time as may be necessary in the event of an
audit or other dispute. The records and any other information re-
garding payments claimed shall be maintained in an organized central
file and furnished to the Cabinet upon request and made available
for inspection and copying by Cabinet personnel.
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IV. COVERED SERVICES
A. Basic Services

Adult Day Health Care Service coverage shall include reimbursement
for basic and certain ancillary services.

Basic services shall include:

One meal per day including special diets;

Snacks, as appropriate;

R.N. and other supervision; :

Regularly scheduled daily activities

Routine services required to meet daily personal and health
care needs; .
Equipment essential to the provision of adult day health care
services; and

Incidental supplies necessary to provide adult day health care
services.

~ (=3} P WN -
L] L] . . . . .

B. Ancillary Services

The following ancillary services are included as covered services
through the Adult Day Health Care element of Medicaid pthe—KMAP],
when provided to a recipient eligible under the Waiver in an Adult
Day Health Care Center and ordered by a physician in a plan of treat-
ment:

As appropriate, physical, occupational, or speech therapy may be
provided as ancillary services by the adult day health care center
under contractural arrangement with a qualified therapist in accor-
dance with the plan of treatment. It is expected that generally
these services shall consist of evaluations (reevaluations), for the
purpose of developing a plan which could be carried out by the recip-
ient [patient—andflor Adult Day Health Care Center staff. However,
individualized therapy services provided by the therapist to a recip-
ient in accordance with the plan of treatment may be covered as an-
cillary services. The qualified therapist assists the physician in
evaluating the level of function, helps develop the plan of treat-
ment (revising as necessary), prepares clinical and progress notes,
advises and consults with other center personnel and participates in
inservice programs.
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1. Physical therapy shall include such services as:

a.

Assisting the physician to evaluate the recipient for phys-
ical therapy through the application of muscle, nerve,
joint and functional ability tests.

Therapeutic exercise program by therapist including muscle
strengthening, neuromuscular facilitation, sitting and
standing balance and endurance, and increased range of
motion.

Gait evaluation and training.

Transfer training and instructions in care and use of
wheelchairs, braces, and prosthesis, etc.

Instruction in breathing exercises, percussion, postural
drainage, vibration for pulmonary functioning.

Teaching compensatory technique to improve the level of
independence in activities of daily living.

g. Training and instructions for recipient or [pa—
—tientf]center staff in setting up and following a physical
therapy program.

Standard:

The physical therapist shall [must] be qualified and appro-
priately licensed by the State of Kentucky as a physical
therapist.
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Specific Guidelines:

The services shall [mus®] be reasonable and necessary for
the recipient’s [patient—s] condition and of such complexi-
ty that they must be performed by the qualified thera-
pist. A maintenance program should be developed for the
performance of procedures which could be safely and effec-

tively provided by the recipient [patient{] or Center
staff.

2. Occupational therapy shall include such services as:

a.

Assisting the physician to evaluate the recipient for occu-
pational therapy services through the appropriate testing
technique.

Therapeutic exercise program by therapist including muscle
strengthening, neuromuscular facilitation, sitting and
standing balance and endurance, and increased range of
motion.

Assisting the recipient [patient] to obtain better coordi-
nation, use of senses and perception.

Instructing the recipient [patient—and/Jor adult day
health care center staff in setting up and following an

occupational therapy program.

Teaching compensatory technique to improve the level of
independence in activities of daily living.

Designing and fitting orthotic and seif-help devices
(i.e., hand splints for the patient with rheumatoid arthri-
tis).

Standard:

The occupational therapist shall [must] be qualified as an
occupational therapist and registered by the American Occu-
pational Therapy Association.
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Specific Guidelines:

The services shall [must] be reasonable and necessary for
the recipient’s [patdent—s] condition and must be of such
complexity that they must be performed by the quaiified
therapist. A maintenance program should be developed for
the performance of procedures which could be safely and

effectively provided by the recipient or [patientt]center
staff.

3. Speech pathology shall include such services as:

a. Assisting the physician to evaluate the recipient for
speech pathology service through the appropriate testing
techniques.

b. Determining and recommending appropriate speech and hear-
ing services.

c. Providing necessary rehabilitative services for recipient
[patient] with speech, hearing, or language disabilities.

d. Instructions for the recipient [patient—and/Jor adult day
health care center staff in setting up and following a
speech pathology program.

Standard:

The speech pathologist shall [must] be qualified and appro-
priately licensed by the State of Kentucky as a speech
pathologist.

Specific Guidelines:

The services shall [must] be reasonable and necessary for
the recipient”s [patient s} condition and of such complexi-
ty that they must be performed by the qualified thera-

pist. A maintenance program should be developed for the

_performance of simple procedures which could be safely and

effectively provided by the recipient [patiertf] or center
staff.
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C. Non-Covered Services

Examples of services not covered under the Adult Day Health Care
element are as follows:

1. The Medicaid HMAP] recipient did not meet level of care for
the waiver.

2. Transportation is not covered under this service element, but
is a separately reimbursable service pursuant to 907[4] KAR
1:060, Medical Transportation.
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V.  REIMBURSEMENT

Reimbursement for Adult Day Health Care Services shall be paid directly

to the licensed participating Adult Day Health Care Center on the basis

of an interim rate with a year-end cost settlement to the lower of actual
reasonable allowable costs or charges. The basic rate shall not exceed
eighty (80) percent of the maximum Medicaid [KMAP] intermediate care reim-
bursement rate for routine services. Reimbursement for ancillary servic-
es shall not exceed eighty (80) percent of the approved maximum reimburse-
ment rate for therapy services under the Medicaid FkMAP] home health pro-
gram element.

A separate reimbursement manual has been developed to outline the Princi-
ples of Reimbursement for Adult Day Health Care Services. Please refer
to the Adult Day Health Care Reimbursement Manual.
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VI. REIMBURSEMENT IN RELATION TO OTHER THIRD PARTY COVERAGE (EXCLUDING MEDI-

CARE)
A.

General

To expedite the Medicaid claims processing payment function, the
provider of Medicaid services shall [fmust] actively participate in
the identification of third party resources for payment on behalf of
the recipient. At the time the provider obtains Medicaid billing
information from the recipient, it shall be [he/she-should] deter-
mined if additional resources exist. Providers have an obligation

to investigate and to report the existence of other insurance or
liability. The provider's cooperation will enable the Kentucky Medi-
caid program to function efficiently.

Identification of Third Party Resources

Pursuant to KRS 205.662, prior to billing the Kentucky Medicaid
jeal-Assistance] Program all participating vendors shall submit bill-
ings for medical services to a third party when such vendor has pri-
or knowledge that such third party may be liable for payment of the
services. :

In order to identify those recipients who may be covered through a
variety of health insurance resources, the provider should inquire
if the recipient meets any of the following conditions:

-If the recipient is married or working, inquire about possible
health insurance through the recipient's or spouse's employer;

-If the recipient is a minor, ask about insurance the MOTHER, FATHER
or GUARDIAN may carry on the recipient;

-In cases of active or retired military personnel, request informa-
tion about CHAMPUS coverage and social security number of the policy
holder;

-For people over 65 or disabled, seek a MEDICARE HIC number;

-Ask if the recipient has health insurance such as a MEDICARE SUPPLE-
MENT policy, CANCER, ACCIDENT or INDEMNITY policy, GROUP health or
INDIVIDUAL insurance, etc.
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Examine the recipient's MAID card for an insurance code. If a code
indicates insurance coverage, question the recipient further regard-
ing insurance.

Following is a 1ist of the insurance codes on the MAID card:

- Part A, Medicare only

- Part B, Medicare only

- Both parts A and B Medicare

- Blue Cross, [ABlue Shield

- Blue Cross, [HBlue Shield,[AMajor Medical
- Private medical insurance
Champus

Health Maintenance Organization
Other [and/]Jor unknown

Absent Parent's insurance

- None

- United Mine Workers

- Black Lung

V2ZIr-aarrdomMmmoe o

C. Billing Instructions for Claims Involving Third Party Resources

If the patient has third party resources that will pay for Adult Day
Health Care Services, then the provider must obtain payment or rejec-

~ tion from the third party before Medicaid can be filed. When pay-
ment is received, the provider should indicate on the claim form in
the appropriate field the amount of third party payment and the name
and policy numbers of health insurance covering the recipient. If
the third party rejected the claim, a copy of the rejection notice
must be attached to the Medicaid claim.
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Exceptions:

*I1f the other insurance company has not responded within 120 days of
the date of filing a claim to the insurance company, the provider

shall submit a claim to EDS in the usual manner with a completed

Third Party Liability (TPL) Lead Form attached which states, no re-
sponse over 120 days. 1The EDS Third Party Liability Unit will veri-

fy coverage with the insurance company, update the recipient’s file,

if necessary, and bill the third party, if appropriate. [submit—with—
-the Medicatd—elaima—copyof-theotherinsurance—ctatm—toEBS—irdi——

compteted—form—tor]

*If proof of denial for the same recipient for the same or related
services from the insurance company is attached to the Medicaid bill-
ing, claims processing can proceed. The denial shall not [ear—net]
be more than six months old..

*A letter from the provider indicating that he[/she] contacted XYZ
insurance company and spoke with an agent to verify that the recipi-
ents was not covered, may [€an] also be attached to the Medicaid
claim. .

D. Medicaid Payment for Claims Involving a Third Party
- Claims meeting the requirements for the Kentucky Medicaid Program

[KMAP] payment [wid}] shall be paid in the following manner if a
third party payment is identified on the claim.

The amount paid by the third party shall [wit+] be deducted from the
Medicaid allowed amount and the difference paid to the provider. If
the third party payment amount exceeds the Medicaid allowed amount,
the resulting Medicaid [kMAR} payment will be zero. Recipients can-
not be billed for any difference between the billed amount and Medi-
caid payment amount. Providers shall [must] accept Medicaid payment
as payment in full.
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of business Monday, April 13, 1992.

Thank you for your cooperation.
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CABINET FORHUMAN RESOURCES
COMMONWEALTH OF KENTUCKY
FRANKFORT 40621-0001

DEPARTMENT FOR MEDICAID SERVICES
“An Equal Opportunity Employer M/F/H”

Adult Day Health Care Services
Manual Transmittal Letter # 18

Dear Provider:

This letter transmits a complete revision to the Kentucky
Medicaid Adult Day Health Care Service Provider Manual. Please
replace all previous Adult Day Health Care Services Manuals with
this latest edition. Manual changes include the following:

1) The manual has changed to show that the billing form
is the Health Insurance Claim Form, HCFA-1500, (Rev.
12-90). Instructions for completing this form are
included in the manual. Refer to pages 7.1-7.8.

2) Additional information has been included regarding the
—~ . Home-and Community-Based Waiver Program's assessments
and reassessments for clarification. Refer to pages
3.3-3.4.

3) Additional information is included in the Condition
for Participation Section regarding ownership,
disclosure of information, withdrawal of
participation, patient consent forms, and medical
records.

4) The procedures for cash refunds have been included.
Refer to pages 9.6-9.7. The Cash Refund Documentation
form has been included as Appendix XI.
If you have questions please contact the Division of Program

Services, Alternative Services Branch at (502) 564-6890. Your
continued cooperation with the Medicaid Program is appreciated.

Sincerely,

Roy Butler, Commissioner
Department for Medicaid Services

— RB/dw

Enclosure
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CABINET FOR HUMAN RESOURCES

DEPARTMENT FOR MEDICAID SERVICES
ADULT DAY HEALTH CARE SERVICES MANUAL

SECTION VI - REIMBURSEMENT IN RELATION TO OTHER THIRD PARTY COVERAGE
(EXCLUDING MEDICARE)

If the claims for a recipient are payable by a third party resource
which was not pursued by the provider, the claim will be denied.
Along with a third party insurance denial explanation, the name and
address of the insurance company, the name of the policy hoider, and
the policy number will be indicated. The provider shall [must} pur-
sue payment with this third party resource before billing Medicaid

again.

If you have any questions, please write to EDS, P.0. Box 2009, Frank-
fort, Kentucky 40602, Attention: Third Party Unit, or call (800)
756-7557 [333-2188].

E. Accident and Work Related Claims

For claims billed to Medicaid that are related to an accident or
work related incident, the provider shall [shewtd] pursue informa-
tion relating to the accident. If an attorney, employer, individual
or an insurance company is liable for payment, payment must be pur-
sued from the liable party. If the liable party has not been deter-
mined, attach copies of any information obtained; [v—such—as,] the
name of attorneys, other involved parties and[fer] the recipient's
employer to the claim when submitting to EDS for Medicaid payment.

TRANSMITTAL #8 FH , Page 6.4



CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES
ADULT DAY HEALTH CARE SERVICES MANUAL

SECTION VII - COMPLETION OF THE INVOICE FORM

VII. COMPLETION OF THE INVOICE FORM

A. General Information

The Health Insurance Claim Form, HCFA-1500 (12-90), shall Medieal

i i ] be used to
bill for services rendered by Adult Day Health Care Centers to eligi-
ble Medicaid recipients. Typing of the invoice form is strongly
urged, since an invoice cannot be processed and paid unless the in-
formation supplied is complete and legible.

The original of the two part invoice set should be submitted to EDS
as soon as possible after service is provided. The yellow copy of
the invoice should be retained by the provider's office as a record
of claim submittal.

Invoices should be mailed to:

E.D.S.

P.0. Box 2018 [

Frankfort, Kentucky 40602
1. General Billing Instructions

a. The Hea]th Insurance Claim Form, HCFA-1500.(12—90), shall

Medical-Assistance-Statement—GeneralMedical (MARP=4)
-must] be used in billing for all covered Adult Day Health
Care Services rendered to Medicaid HMAPY recipients eligi-
ble under the Waiver.

b. The Health Insurance Claim Form, HCFA-1500 (12-90), shall
[eeneral-Medical-MAR=4—invoice—shoutd] be submitted at
least monthly. It is emphasized that prompt and regular
billing will be beneficial to the center as there would be
less chance of the center receiving retroactive denials
covering several months.

TRANSMITTAL #8 [AH Page 7.1



CABINET FOR HUMAN RESOURCES

DEPARTMENT FOR MEDICAID SERVICES

ADULT DAY HEALTH CARE SERVICES MANUAL

SECTION VII - COMPLETION OF THE INVOICE FORM

|

|®

|7

Claims for covered services must be received by EDS within
twelve (12) months from the date of service. Claims for
covered services shall be received by EDS within 12 months
from the date of service. Claims with service dates great-
er than twelve (12) months can only be processed with ap-
propriate documentation such as one or more of the follow-
ing: Remittance Statements no more than 12 months of age
which verify timely filing; backdated MAID cards with
TBackdated Card” written on the attached claim; Social
Security documents; correspondence describing extenuating
circumstances; Action Sheets, Return to Provider Letters;
Medicare Explanatlon of Medical Benefits, etc. [Claims
recetved—after—that-date-will -not be payable.]

<tude servqees—rendered—+n—d+¥£ereﬂ%~ea%eﬂdaf—men%hs———}t—

+s—emphasized;—however;—that—prompt—and—regutar-biHing—
wi-H-be-beneficial—For—the-Center. ]

[e=] A separate billing statement shall [musti be used for each

recipient.

[£+] A separate line must be completed for each day of service.:

fg=] A separate line must be completed when billing for covered

ancillary services. The services should be entered singu-
larly according to type of service. Please refer to the
HCPCS procedure code list for ancillary services (Appendix
v 3¥]).

[h—H : , corAdiult—Day—HeaHth—E 453
4+ -In-the-event--Adult -Day-Health-Care-Services—are—bited-to

EDS--and -denied—payments—the-Center—staff-may—submit—addi=

TRANSMITTAL #8 BH
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CABINET FOR HUMAN RESOURCES -
DEPARTMENT FOR MEDICAID SERVICES
ADULT DAY HEALTH CARE SERVICES MANUAL

SECTION VII - COMPLETION OF THE INVOICE FORM

B. Procedural Coding

On May 1, 1985, Kentucky Medicaid [kMAR] adopted, for procedural
coding purposes, the HCFA Common Procedure Coding System (HCPCS).
Refer to Appendix V for procedure codes.

C. Completion of the Health Insurance Claim Form, HCFA-1500 (12-90),
[Med4 ' 3 ' ]

An example of the Health Insurance Claim Form, HCFA-1500 (12-90),

i } 5 i ] may be found
in Appendix IV. Instructions for the proper completion of this form
are presented below.

IMPORTANT: The recipient's Kentucky Medical Assistance Identifica-
tion Card should be carefully checked to see that the recipient's
name appears on the card and that the card is valid for the period
of time in which the medical services are to be rendered. The Medi-
caid Program [KMAR] cannot make payment for services rendered to an
ineligible person.

BLOCK NO. ITEM NAME AND DESCRIPTION
[4————- - RECIPTENT-LAST-NAME

Enter-the—last—name—of-the—recipientBXACHY—as—t—appears—onr—
st e MedioalAesiet FdentiFreatfom(MATD: i

22— —FRSTNAME
. Lhe fi - .. EXAGTLY Y
-histher—eurrent—MATD—eards
3— M1
Ent lI : ddte—imitiat-of—t! ipient—iftisted).
4——————MEBICALASSTSTANCET-B-—NUMBER

£ | : iont'c identificati : EXACTLY .
histher—current—MALID—card—The—number—consists—of-10—digits—and—att
e I L : o th s eal ot .

TRANSMITTAL #8 #] Page 7.3
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(1]

Enter—the—recipient's-date—of birth—in—numeric—format—For—example,
November—15,-1976-would-be—entered—as—11-15-76—and—Januvary—165—1976—
wotttd—be-entered-as—01+-16—767

J—————PR—PGR—AUT-HGRPZAHGN——
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[(F— NS OF-SERHEE-
Ws&m&he-@e%er—ﬁwene—h&#—é&yen%er—%e—
recipient-was-present—in-the-Center—for—a—whote—day;—enter—a2-—Enr—
ter—the-units—for—the-anciHary-servicess—
18— PLACE-OFSERVHICE—
Services—for—Adult-Day Health—Careshould—bemarked—with—a—0-—
49— DIAGNOSIS—ORTOOTH-CODE——Required—

Enter_a 1" nou ina—to—the—di (o bei |
—proecedure—

20— FAMELY-PLANNING
Not-applicable-to-AduttDayHealth—€are.
2} —————PROCEBURE-CHARGE—

Enter-the-Center'susual-and-customary—charge—for—the-serviee—provid—
-ed—

22— PROFESSTONAL—COMPONENT—
Net—appHieabler




Continuation Page 7.3

[25——— HEALTH—ENSURANGE-RETMBURSEMENTS—

-Enterthe-total-amount—(if-any)-received-byyou—from-other—health
: ﬁ . I . ] :I l | l . . . i}

~26————NET-CLATM-CHARGE—

Subtract-the-amount—in-block-25-from-the—total-claim-charge—inblock—
-24—and—enter—the-remainder—

27— Leave Blank—No—eatry—

28— PROFESSIONAL—RENBERING—SERVIEES-
~Not—Applicable

29— PROVIDERNUMBER-
~Net—AppHieable—

30— INVOICEDATE-
-Ente#—theéawmmenthjw!—ygarﬁequenee—gnﬂn—nunm%

B artuent tor Medicaid Services t :
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

ADULT DAY HEALTH CARE SERVICES MANUAL

SECTION VII - COMPLETION OF THE INVOICE FORM

Patient's name (Last Name, First Name, Middle Initial)

9A

Enter the recipient's last name, first name, middle initial, if
any, exactly as it appears on the Medical Assistance Identifica-
tion (MAID) card.

Other Insured's Policy or Group Number

10

Enter the recipient's ten (10) digit Medical Assistance Identi-

fication Number (MAID) exactly as it appears on the recipient’s

MAID card.

IMPORTANT: The recipient's Kentucky Medical Assistance Identi-

fication Card shall be carefully checked to see that the recipi-

ent's name appears on the card as an eligible recipient and
that the card is valid for the period of time in which the ser-

vices are to be provided. You SHALL NOT be paid services pro—

vided to an ineligible person.

Patient's Condition

11

If the recipient's condition is related to employment, auto

accident, or other accident, check the appropriate block.

Insured's Policy Group or FECA Number

11C

If the recipient has insurance other than Medicaid or Medicare
and the other insurance has made a payment on the claim enter
the policy number of the other insurance.

Insurance Plan Name or Program Name

If the recipient has insurance other than Medicaid or Medicare
and the other insurance has made a payment on the claim enter
the name of the other insurance company.

TRANSMITTAL #8 f#] Page 7.4



CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

ADULT DAY HEALTH CARE SERVICES MANUAL

SECTION VII - COMPLETION OF THE INVOICE FORM

21 Dijagnosis or Nature of Illness or Injury
Enter the required appropriate ICD-9-CM diagnosis code.

24 Date(s) of Service
Enter the date the service(s) was provided in month, day, year
numeric format, for example, 03-02-92.

248 Enter the appropriate two (2) digit place of service which iden-
tifies the Tocation where the service was provided to the recip-
jent. The place of service code for adult day health care ser-
vice is 99.

24D Procedures, Services, or Supplies
CPT/HCPCS
Enter the appropriate procedure code identifying the service or
supply provided to the recipient.

24E Diagnosis Code
Enter "1", "2", "3", "4" referencing the diagnosis for which
the recipient is being treated as indicated in block 21.

24F Charges
Enter the usual and customary charge for each service being
provided to the recipient.

246G Days or Units

Enter the number of units provided for the recipient on this
date if service. If the recipient was present in the center
for one-half day enter a 1. If the recipient was present in
the center for a whole day, enter a 2. Enter the unit for the
ancillary service.

TRANSMITTAL #8 H] Page 7.5
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

ADULT DAY HEALTH CARE SERVICES MANUAL

SECTION VII - COMPLETION OF THE INVOICE FORM

24H

EPSDT Family Plan

26

Enter a "Y" if the treatment provided was a direct result of an
Early Periodic Screening Diagnostic and Treatment examination.

Patient's Account No.

28

Enter the patient account number, if desired. EDS will key the
first seven (7) or fewer digits. This number appears on the
remittance statement as the invoice number.

Total Charge

29

Enter the total of all individual charges entered in column 24F.

Amount Paid

30

Enter the amount paid, if any, by a private insurance. DO NOT
ENTER MEDICARE PAID AMOUNT.

Balance Due

31

REQUIRED ONLY IF A PRIVATE INSURANCE MADE PAYMENT ON THE

CLAIM. Subtract the private insurance payment entered in field
29 from the total charge entered in field 28, and enter the net
balance due in field 30.

SIGNATURE OF PHYSICIAN OF SUPPLIER INCLUDING DEGREES OR CREDEN-

TIALS

The actual signature of the provider (not a facsimile) or the
provider's duly appointed representative is required. Stamped
signatures are not acceptable.

Date

Enter the date the claim is submitted in a month, day, year
numeric format, such as 03-21-92. This date must be on or af-
ter the date(s) of service billed on the claim.

TRANSMITTAL #8 FH Page 7.6



CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

ADULT DAY HEALTH CARE SERVICES MANUAL

SECTION VII - COMPLETION OF THE INVOICE FORM

33 PHYSICIAN'S SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE, AND
PHONE NUMBER
Enter the provider's name, address, zip code, and phone number.
PIN #
Enter the eight (8) digit individual Kentucky Medicaid provider
number.

D. Billing Instructions for Claims with Service Dates Over one (1) Year

01d :

Medicaid claims shall be filed within one year of the date of ser-
vice. Medicaid and Medicare crossovers shall be filed within one
year of the date of service OR within six months of the Medicare
Paid Date, whichever is longer. To process claims beyond this Timit
you shall attach, to EACH claim form involved, a copy of an in-pro-
cess or denied claim remittance, no more than 12 months of age,
which verifies that the original claim was submitted within 12
months of the service date.

Copies of previously submitted claim forms, providers' in-house
records of claim submittal, letters which merely detail filing dates
are NOT acceptable documentation of timely billing. Attachments
must prove that the claim was RECEIVED timely by EDS.

If a claim is being submitted after twelve months from the date of
service, due to the recipient’s retroactive eligibility, a copy of
thg backdated or retroactive MAID card shall be attached to the in-
voice.

Please note on the claim the words "Backdated Eligibility" or "Retro-
active E1igibility."

TRANSMITTAL #8 [H Page 7.7



CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES
ADULT DAY HEALTH CARE SERVICES MANUAL

SECTION VII - COMPLETION OF THE INVOICE FORM

E. Electronic Media Claims

Electronic Media Claims (EMC) is a means by which Adult Day Health
Care providers may submit claims electronically. EMC enables provid-
ers to experience an improved cash flow, fewer errors in claims pro-
cessing, and a reduction in effort with claim preparation. Claims
may be submitted eTectronically in a variety of different ways such
as via magnetic tape, diskette, or modem.

Claims that require attachments shall not be submitted electronical-
ly.
For more information regarding EMC, contact an EMC Representative at

(502) 227-9073 or 1-800-756-7557. You may also write to EDS, P.0O.
Box 2009, Frankfort, Kentucky 40602.

TRANSMITTAL #8 M Page 7.8



CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

ADULT DAY HEALTH CARE SERVICES MANUAL

SECTION VIII - REMITTANCE STATEMENT

VIII.

A.

REMITTANCE STATEMENT

General Information

The EDS Remittance Statement (Remittance Advice) furnishes the pro-
vider with an explanation of the status of those claims EDS Federal
Corporation processed. The Remittance Statement accompanies the
payment check and is divided into six sections.

The first section provides an accounting of those claims which are
being paid by Medicaid fthe—kMAR] with the accompanying payment
check.

The second section provides a list of claims which have been reject-
ed (denied) in total by Medicaid [the—kMAP] with the corresponding
Explanation of Benefit (EOB) code.

The third section provides a list of claims EDS received which did
not complete processing as of the date indicated on the Remittance
Statement.

The fourth section provides a list of claims received by EDS that
could not be processed as the result of incomplete claim informa-
tion. These claims have been returned to the provider along with a
cover letter that explains the reasons for the return.

The fifth section includes the summation of claims payment activity
as of the date indicated on the Remittance Statement and the year-
to-date claims payment activities.

The sixth section provides a list of the EOB codes which appeared on
the dated Remittance Statement with the corresponding written expla-
nation of each EOB code.

Claims appearing in any section of the Remittance Statement will be
in alphabetical order according to the patient's last name.

TRANSMITTAL #8 [H Page 8.1



CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES
ADULT DAY HEALTH CARE SERVICES MANUAL

SECTION VIII - REMITTANCE STATEMENT

B. Secfion I - Claims Paid

An example of the first section of the Remittance Statement is shown
in Appendix VII P.1. This section lists all those claims for which

payment is being made. On the pages immediately following are item—
by-item explanations of each individual entry appearing on this sec-
tion of the Remittance Statement.

EXPLANATION OF REMITTANCE STATEMENT FOR
ADULT DAY HEALTH CARE SERVICES

ITEM DEFINITION

INVOICE NUMBER The preprinted invoice number (or patient account number)
appearing on each claim form is printed in this column for
the provider's reference.

RECIPIENT NAME The name of the recipient as it appears on the Depart
ment's file of eligible Medicaid recipients.

RECIPIENT NUMBER The Medical Assistance I.D. Number of the recipient as
shown on the claim form submitted by the provider.

INTERNAL CONTROL The internal control number (ICN) assigned to the claim for

NO. identification purposes by EDS Federal Corporation.

CLAIM SVC DATE The earliest and latest date of services as shown on the
claim form.

TOTAL CHARGES The total charges billed by the provider for the services
on this claim form.

CHARGES NOT Any portion of the provider's billed charges that are not

COVERED being paid (examples: rejected line item, reduction in

billed amount to allowed charge).
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES
ADULT DAY HEALTH CARE SERVICES MANUAL

SECTION VIII - REMITTANCE STATEMENT

AMT. FROM The amount indicated by the provider as received from a
OTHER SRCS source other than the Medicaid Program for services on the
claim.

CLAIM PMT AMOUNT The amount being paid by the Medicaid program to the
provider for this claim.

EOB For explanation of benefit code, see back page of Remit-
tance Statement.

LINE NO. The number of the line on the claim being printed.

PS Place of service code depicting the location of the ren-
dered service.

PROC The HCPCS procedure code in the line item.

qQTy The number of procedures/supply for that line item charge.

LINE ITEM CHARGE The charge submitted by the provider for the procedure in
the line item.

LINE ITEM PMT The amount being paid by the Medicaid program to the
provider for a particular line item.

EOB Explanation of benefit code which identifies the payment
process used to pay the line item.

C. Section II - Denied Claims

The second section of the Remittance Statement appears whenever one
or more claims are rejected in total. This section lists all such
claims and indicates the EOB code explaining the reason for each
claim rejection. Appendix VII P.2.

A1l items printed have been previously defined in the description of
the paid claims section of the Remittance Statement.
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

ADULT DAY HEALTH CARE SERVICES MANUAL

SECTION VIII - REMITTANCE STATEMENT

Section III - Claim in Process

The third section of the Remittance Statement (Appendix VII P.3)
lists those claims which have been received by EDS but which were

not adjudicated as of the date of this report. A claim in this cate-
gory usually has been suspended from the normal processing cycle
because of date errors or the need for further review. A claim ap-
pears in the Claims In Process section of the Remittance Statement

as long as it remains in process. At the time a final determination
can be made as to claim disposition (payment or rejection) the claim
will appear in Section I or II of the Remittance Statement.

Section IV - Returned Claims

The fourth section of the Remittance Statements (Appendix VII P.4)
lists those claims which have been received by EDS and returned to
the provider because required information is missing from the

claim. The claim has been returned to the provider with a cover
sheet which indicates the reason(s) that the claim has been returned.

Section V - Claims Payment Summary
This section is a summary of the claims payment activities as of the

date indicated on the Remittance Statement and the year-to-date
(YTD) claims payment activities.

CLAIMS PAID/ The total number of finalized claims which have been

DENIED

determined to be denied or paid by the Medicaid program,
as of the date indicated on the Remittance Statement and
YTD summation of claim activity.

AMOUNT PAID The total amount of claims that paid as of the date on the

Remittance Statement and the YTD summation of payment ac-
tivity.
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES
: ADULT DAY HEALTH CARE SERVICES MANUAL

SECTION VIII - REMITTANCE STATEMENT

WITHHELD The dollar amount that has been recouped by Medicaid as of
AMOUNT the date on the Remittance Statement (and YTD summation
of recouped monies).
NET PAY AMOUNT The dollar amount that appears on the check.
CREDIT AMOUNT The dollar amount of a refund that a provider has sent in

to EDS to adjust the 1099 amount (this does not affect
claims payment, it only adjusts the 1099 amount).

NET 1099 AMOUNT The total amount of money that the provider has received
from the Medicaid program as of the date on the Remittance
Statement and the YTD total monies received taking into
consideration recoupments and refunds.

G. Section VI - Description of Explanation Codes Listed Above
Each EOB code that appeared on the dated Remittance Statement will

have a corresponding written explanation pertaining to payment, deni-
al, suspension and return for a particular claim (Appendix VII P.5).
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES
ADULT DAY HEALTH CARE SERVICES MANUAL

SECTION IX — GENERAL INFORMATION - EDS

A. Correspondence Forms Instructions

TYPE OF
INFORMATION TIME FRAME
REQUESTED FOR INQUIRY MAILING ADDRESS
Inquiry 6 weeks after DS
billing P.0. Box 2009
Frankfort, KY 40602
ATTN: Provider Relations
Adjustment Immediately EDS
P.0. Box 2009
Frankfort, KY 40602
ATTN: Adjustments Unit
Refund Immediately EDS
P.0. Box 2009
Frankfort, KY 40602
ATTN: Financial Services
[Cask/Finmance—Umit]
TYPE OF
INFORMATION
REQUESTED NECESSARY INFORMATION
Inquiry 1. Completed Inquiry Form
: 2. Remittance Advice or Medicare EQMB, when

applicable

3. Other supportive documentation, when need-
ed, such as a photocopy of the Medicaid
claim when a claim has not appeared on afn]
Remittance Advice [RAA] within a reasonable
amount of time

TRANSHITTAL 78 ] ‘ Page 9.1



CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES :
' ADULT DAY HEALTH CARE SERVICES MANUAL

SECTION IX - GENERAL INFORMATION - EDS

TYPE OF
INFORMATION
REQUESTED NECESSARY INFORMATION
Adjustment 1. Completed Adjustment Form
2. Corrected [Photocopy—of-the] claim [Hp—ques=_
+ien]
3. Photocopy of the applicable portion of the
Remittance Advice [RFAT in question
Refund 1. Refund Check

2. Cash Refund Documentation Form
. 2] Photocopy of the applicable portion of the
Remittance Advice [RAAJ in question
4. [B3+] Reason for refund

w

B. Telephoned Inquiry Information

WHAT IS NEEDED?

Provider number

Patient's Medicaid ID number
Date of service

Billed amount

Your name and telephone number

WHEN TO CALL?

_ When claim is not showing on paid, pending or denied sections of
the Remittance Advice [RFA] within 6 weeks

- When the status of claims is [are] needed and they do not exceed
five in number

WHERE TO CALL?

- Toll-free number 1-800-756-7557 [333-2188] (within Kentucky)
- Local (502) 227-2525
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=

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

ADULT DAY HEALTH CARE SERVICES MANUAL

SECTION IX - GENERAL INFORMATION - EDS

C. Filing Limitations
New Claims

Medicare/Medicaid

Third-Party
Liability Claims

Adjustments

12 months from date of service
12 months from date of service

NOTE: If the claim is a Medicare
crossover claim and is received

by EDS more than 12 months from
date of service, but less than 6
months from the Medicare adjudica-
tion date, EDS considers the

claim to be within the filing
limitations and will proceed with
claims processing.

12 months from date of service

NOTE: If the other insurance

“company has not responded within

120 days of the date a claim is
submitted to the insurance compa-
ny, submit the claim to EDS indi-
cating "“NO RESPONSE" from the
other insurance company.

12 months from date the paid
claim appeared on the Remittance

Advice [RFAT.
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES
ADULT DAY HEALTH CARE SERVICES MANUAL

SECTION IX - GENERAL INFORMATION - EDS

D. Provider Inquiry Form

The Provider Inquiry Form should be used for inquiries to EDS regard-
ing paid or denied claims, billing concerns, and claim status. (If
requesting more than one claim status, a Provider Inquiry Form

should be completed for each status request.) The Provider Inquiry
form should be completed in its entirety and mailed to the following

address:

EDS
P.0. Box 2009
Frankfort, KY 40602

Supplies of the Provider Inquiry Form may be obtained by writing to
the above address or contacting EDS Provider Relations Unit at
1-800-[333—2488] 756-7557 or 1-(502)-227-2525.

Please remit BOTH copies of the Provider Inquiry Form to EDS. Any

additional documentation that would help clarify your inquiry should
be attached. EDS will enter their response on the form and the yel-
low copy will be returned to the provider. ,

It is NOT necessary to complete a Provider Inquiry Form when resub-
mitting a denied claim.

Provider Inquiry Forms may NOT be used in lieu of the Medicaid
EKMAR] Claim Forms, Adjustment Forms, or any other document required
by the Medicaid program [KMAR].

In certain cases it may be necessary to return the Inquiry form to
the provider for additional information if the inquiry is illegible
or unclear.

Instructions for completing the Provider Inquiry Form are found on
the next page.
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

ADULT DAY HEALTH CARE SERVICES MANUAL

SECTION IX - GENERAL INFORMATION - EDS

Following are field by field instructions for completing the Provider Inquiry

Form:

FIELD NUMBER

1

10

INSTRUCTIONS

Enter your 8-digit Kentucky Medicaid Pfovider Num
ber. [ 4 A4
o dicit clip ber-]

Enter your Provider Name and Address.

Enter the Medicaid recipient's name as it appears on

the Medical Assistance I.D. Card.

Enter the recipient's 10 digit Medicaid [Medical-As=—
—sistance} ID number.

Enter the billed amount of the claim on which you are
inquiring.

Enter the claim service date(s).

If you are inquiring in regard to an in-process,
paid, or denied claim, enter the date of the Remit-
tance Advice listing the claim.

If you are inquiring in regard to an in-process,
paid, or denied claim, enter the 13-digit internal
control number lTisted on the Remittance Advice for
that particular claim.

Enter your specific inquiry.

Enter your signature and the date of the inquiry.
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SECTION IX - GENERAL INFORMATION - EDS

E. Adjustment Request Form Instructions

The Adjustment Request Form is to be used when requesting a change
on a previously paid claim. This does not include denied claims or
claims returned to the provider for requested additional information
or documentation.

For prompt action and response to the adjustment requests, please
complete all items. COPIES OF THE CORRECTED CLAIM AND THE APPROPRI-
ATE PAGE OF THE REMITTANCE ADVICE [R/AAT MUST BE ATTACHED TO THE AD-
JUSTMENT REQUEST FORM. If items are not completed, the form may be

returned.
FIELD NUMBER DESCRIPTION
1 Enter the 13-digit claim number for
the particular claim in question.
2 Enter the recipient's name as it ap-
pears on the Remittance Advice ER/A]
(last name first).
3 Enter the complete recipient identifi-
cation number as it appears on the
Remittance Advice [RAA]. The complete
Medicaid number contains 10 digits.
4 Enter the provider's name, address and
complete provider number.
5 Enter the "From Date of Service" for
the claim in question.
6 Enter the "To Date of Service" for the
claim in question.
7 Enter the total charges submitted on

the original claim.
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FIELD NUMBER DESCRIPTION

8 Enter the total Medicaid payment for
the claim as found under the "Claims
Payment Amount" column on the Remit-
tance Advice [RFA].

9 Enter the Remittance Advice fR/A] date
which is found on the top left corner
of the remittance. Please do not .en-
ter the date the payment we received
or posted.

10 Specifically state WHAT is to be ad-
justed on the claim (i.e. date of ser-
vice, units of service).

11 Specifically state the reasons for the
request adjustment (i.e. miscoded,
overpaid, underpaid).

12 Enter the name of the person who com-
pleted the Adjustment Request Form.

13 Enter the date on which the form was
submitted.

Mail the completed Adjustment Request Form, claim copy and Remit-
tance Advice to the address on the top of the form.

To reorder these forms, contact the Provider Relations Unit:
EDS
P.0. Box 2009
Frankfort, KY 40602

Be sure to specify the number of forms you desire. Allow 7 days for
delivery. )

The provider may obtain copies of these forms by calling EDS at
(502) 227-9073 or 1-800-756-7557.
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SECTION X - GENERAL INFORMATION - EDS

F. Cash Refund Documentation
The Cash Refund Documentation Form shall be completed when a provider
sends a refund check. The completed form and a copy of the Remittance
Statement page showing the paid claim being refunded should accompany
the check. Please mail to the following address:
EDS
P.0. Box 2009
Attn: Financial Services
Frankfort, KY 40602
If a check is sent without the Cash Refund Documentation Form, your
check will not be posted to a specific claim. Such action would not
reflect the refund being made for a particular claim, possibly leaving
the provider responsible for another refund at a later date. If there
are any questions concerning the form, please call the Provider Rela-
tions Unit at 1-800-756-7557 or 1-(502)-227-2525.
Field Number Description
1 Enter check number
2 Enter amount of the check
3 Enter provider name, number and address
4 Enter name of recipient on claim being refunded
5 Enter recipient's Medicaid identification number (10 numeric
digits)
6 Enter "From Date of Service" on claim being refunded
7 Enter "To Date of Service" on claim being refunded
8 Enter date of the paid Remittance Statement on which the
claim appears
9 Enter 13-digit Internal Control Number (ICN) of the particu-—

Tar claim for which you are refunding. This is listed on
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the "Paid Claims" page of your Remittance Statement. (If
several ICN's are to be applied to one check, they can be
Tisted on the same form only if they have the same reason
for refund explanation (see below).

REASON FOR REFUND

Check the appropriate reason for which the claim is being refunded.

Be sure to complete all blanks. The example listed below shows how

each refund is to be completed accurately. Only one reason can be

completed per Cash Refund Documentation Form. If multiple claims with

multiple refund reasons are included in one check, complete a separate

form for each refund reason.

a.

Payment from other source — Check the category and 1ist name

(attach a copy of EOB)

Health Insurance

Auto Insurance

Medicare paid

Other Worker's Comp-ABC Construction

Billed in error

Duplicate payment (attach a copy of both Remittance State-

‘ment) If Remittance Statement are paid to 2 different provid-

ers specify to which provider number the check is to be ap-
plied

12345678

Processing error or Overpayment

Explain why Processing error-wrong date of service was
keyed

Paid to wrong provider

Money has been requested - date of letter 1-1089 (Attach a

copy of letter requesting money)
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g.  Other
Medicare made an adjustment. Deductible no longer due

Contact Name:
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DEPARTMENT FOR MEDICAID SERVICES
[KEN?U€K¥—MEBiﬁﬁt—ﬁﬁﬁ%ﬁ*ﬁNGE—PRﬂﬁRﬁM—fKM#Pi—SERVTEES]

AMBULATORY SURGICAL CENTER SERVICES

Medicaid covers medically necessary services performed in ambulatory surgical
centers.

BIRTHING CENTER SERVICES

Covered birthing center services inciude an initial prenatal visit, follow-up
prenatal visits, delivery and up to two (2) follow-up postnatal visits within
four (4) to six (6) weeks of the delivery date.

DENTAL SERVICES

Coverage shall be limited but includes cleanings, oral examinations, X-rays,
fi1ling, extractions, palliative treatment of oral pain, hospital and emergen-
cy calls for recipients of all ages. Other preventive dental services (1.e.
root canal therapy) and Comprehensive Orthodontics are also available to re-
Cipients under age twenty-one (21). [Coverage—ts—Hmited—but—inetudes-
—Xjrays7—ff+++ﬁgs—ﬂ?ﬁmH1rfndﬁﬁnﬁﬁﬁmsx-aﬂd—emefgeﬂey—%feaﬁwuﬁj4%ﬂf@m4ﬂ7—+nfec-——

der—age—21.]
DURABLE MEDICAL EQUIPMENT

Certain medically-necessary items of durable medical equipment, orthotic and
prosthetic devices shall be covered when ordered by a physician and provided
by suppliers of durable medical equipment, orthotic and prosthetics. Most
items require prior authorization.

EARLY PERIODIC, DIAGNOSIS, AND TREATMENT (EPSDT)

Under the EPSDT program, Medicaid-eligible children, from birth through the
birth month of their twenty-second birthday may receive the following tests
and procedures as_appropriate for age and health history when provided by
participating providers:

Medical History

Physical Examination

Growth and Development Assessment
Hearing, Dental, and Vision Screenings
Lab tests as indicated

Assessment or Updating of Immunizations
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[ DEPARTMENT FOR MEDICAID SERVICES
KENTUEKY-MEBTCALASSTSTANCEPROGRAM—(KMAP—SERVICES]

FAMILY PLANNING SERVICES

Comprehensive family planning services shall be [awe] available to all eligi-
ble Medicaid [Fitte—XIX] recipients of childbearing age and those minors who
can be considered sexually active. These services shall be offered through
participating agencies such as local county health departments and indepen-
dent agencies, i.e., Planned Parenthood Centers. Services also shall be
[are] available through private physicians.

A complete physical examination, counseling, contraceptive education and edu-
cational materials, as well as the prescribing of the appropriate contracep-

tive method, shall be available through the Family Planning Services element

of the Kentucky Medicaid Program. Follow-up visits and emergency treatments

also shall be [are] provided.

HEARING SERVICES

Hearing evaluations and single hearing aids, when indicated, shall be [are]
paid for by the program for eligible recipients, to the age of twenty-one
(21). Follow-up visits, as well as check-up visits, shall be covered through
the hearing services element. Certain hearing aid repairs shall [are[ also
be paid through the program.

HOME HEALTH SERVICES

Skilled nursing services, physical therapy, speech therapy, occupational ther-
apy, and aide services shall be [are] covered when necessary to help the pa-
tient remain at home. Medical social worker services shall be [are] covered
when provided as part of these services. Home Health coverage also includes
disposable medical supplies. Coverage for home health services shall [#s] not
be limited by age.
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DEPARTMENT FOR MEDICAID SERVICES |
[KEN*H6K¥—MEBTGﬁt—ASS%S?ANEE-PRGGRAM—{KM&P?-SERV%EES

HOSPITAL SERVICES
INPATIENT SERVICES

Kentucky Medicaid [KMAR] benefits include reimbursement for admissions to
acute care hospitals for the management of an acute illness, an acute phase
or complications of a chronic illness, injury, impairment, necessary diagnos-
tic procedures, maternity care, and acute psychiatric care. All non-emergen-
cy hospital admissions shall [must] be preauthorized by a Peer Review Organ-
ization. Certain surgical procedures shall [are] not be covered on an inpa-
tient basis, except when a life-threatening situation exists, there is anoth-
er primary purpose for admission, or the physician certifies a medical neces-
sity requiring admission to the hospital. Elective and cosmetic procedures
shall be [are] outside the scope of program benefits unless medicaily neces-
sary or indicated. Reimbursement shall be [4s} limited to a maximum of four-
teen (14) days per admission except for services provided to recipients under
age six (6) in hospitals designated as disproportionate share hospitals by
Kentucky Medicaid and services provided to recipients under age one (1) by
all acute care hospitals.

OUTPATIENT SERVICES

Benefits of this Program element include diagnostic, therapeutic, surgical

and radiological services as ordered by a physician, clinic visits, pharmaceu-
ticals covered, emergency room services in emergency situations as determined
by a physician, and services of hospital-based emergency room physicians.

There shall be [are] no limitations on the number of hospital outpatient vis-
its or covered services available to Medicaid [pregram} recipients.

KENTUCKY COMMISSION FOR HANDICAPPED CHILDREN

The Commission provides medical, preventive and remedial services to handi-
capped children under age twenty-one (21). Targeted Case Management Services -
are also provided. Recipients of all ages who have hemophilia may also quali-

fy.
LABORATORY SERVICES

Coverage of laboratory procedures for Kentucky Medicaid [Medieat—Assistanee
participating independent laboratories includes procedures for
which the laboratory is certified by Medicare.
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DEPARTMENT FOR MEDICAID SERVICES
[ KENTHEKMEBFCATASSTSTANCE PROGRAM—(KMAP)—SERVECES]

LONG TERM CARE FACILITY SERVICES
NURSING FACILITY SERVICES

The Department for Medicaid Services shall make payment for services provided
to Kentucky Medicaid eligible residents of nursing facilities which have been
certified for participation in the Kentucky Medicaid Program. The need for
admission and continued stay shall be certified by the Kentucky Medicaid Peer
Review Organization (PRO). The Department shail make payment for Medicare
deductible and coinsurance amounts for those Medicaid residents who are also
Medicare beneficiaries.

INTERMEDIATE CARE FACILITY SERVICES FOR THE MENTALLY RETARDED AND
DEVELOPMENTALLY DISABLED (ICF/MR/DD)

The Kentucky Medicaid Program shall make payment to intermediate care facili-
ties for the mentally retarded and developmentally disabled for services pro-
vided to Medicaid recipients who are mentally retarded or deveiopmentally
disabled prior to age twenty-two (22), who because of their mental and physi-
cal condition require care and services which are not provided by community
resources.

[LONG—TERM—CAREFACHIFSERHEES—
SKHEEDNURSHNGTFACHITF—SERVEES
The—KMAP—can—make—payment—to—sikiHed—nursing—faciHties—fors

4%————Sefv+ees—pfev+ded—%e—Med+ea+d—ree+p+eﬁ%s—whe—requ+re—%weﬂ%y-¥eur—{24a—-
{iHed—services—which—as—a—practicat-matter-

-eﬂﬁ—eﬁ4y—be—ﬁfev+ded—eﬂ—aﬂ—+ﬂaa%4ea%—bas+5——

B—Services—provided—to—recipients—whe—are—alse-medicaty—eHgibte—for-Medi-
care-bepefits—inthe—skiHedrnursing—factity—

-Coinsurance—from—the—2lst—through—the—100th—day—ef—this—Medicare-
berefit—periot: .
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The need for the ICF/MR/DD [intermediate] level of care [and—the—TEF/MR/DB
Yevel-of-care] shall [must] be certified by the Kentucky Medicaid Peer Review

Organization (PRO).
MENTAL HOSPITAL SERVICES

Reimbursement for inpatient psychiatric services shall be [are] provided to
Medicaid recipients under the age of twenty-one (21) and age sixty-five (65).
or older in a psychiatric hospital. There shall be [4s] no limit on length
of stay; however, the need for inpatient psychiatric hospital services shall
be verified through the utilization control mechanism.
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DEPARTMENT FOR MEDICAID SERVICES
[RENTHERY MEBTEALASSTSTANCEPROGRAM—(XMAP T SERVICES]

COMMUNITY MENTAL HEALTH CENTER SERVICES

Community mental health-mental retardation centers serve recipients of all

ages in the community setting. From the center a patient may receive treat-
ment through:

Qutpatient Services
Psychosocial Rehabilitation
Emergency Services
Inpatient Services

Personal Care Home Visits

Eligible Medicaid recipients needing psychiatric treatment may receive servic-
es from the community mental health center and possibly avoid hospitaliza-
tion. There are fourteen (14) major centers, with many satellite centers
available. The Kentucky Medicaid [Medical Assistance] Program also reimburs-
es psychiatrists for psychiatric services through the physician program.

NURSE ANESTHETIST SERVICES

Anesthesia services performed by a participating Advanced Registered Nurse
Practitioner - Nurse Anesthetist shall be [are] covered by the Kentucky Medi-
caid Program [KMAR].

NURSE MIDWIFE SERVICES

Medicaid coverage shall be [4s] available for services performed by a partici-
pating Advanced Registered Nurse Practitioner - Nurse Midwife. Covered ser-
vices include an initial prenatal visit, follow-up prenatal visits, delivery

and up to two (2) follow-up post partum visits within four (4) to six (6)
weeks of the delivery date.

NURSE PRACTITIONER

Services by an Advanced Registered Nurse Practitioner shall be payable if the
service provided is within the scope of licensure.
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DEPARTMENT FOR MEDICAID SERVICES :
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PHARMACY SERVICES

Legend and non-legend drugs from the approved Medical Assistance Oupatient
Drug List when required in the treatment of chronic and acute illnesses shall
be [are] covered. The Department is advised regarding the outpatient drug
coverage by a formulary subcommittee composed of persons from the medical and
pharmacy professions. A Drug List is available to individual pharmacists and
providers upon request and routinely sent to participating pharmacies and
nursing facilities. The Drug List is distributed periodically [quarterhy]
with monthly updates. [le—addition] Certain other drugs which may enable a
patient to be treated on an outpatient basis and avoid institutionalization
shall be [are] covered for payment through the Drug Preauthorization Pro-
gram.

In addition, nursing facility residents may receive other drugs which may be-
prior authorized as a group only for nursing facility residents.

PHYSICIAN SERVICES
Covered services include:

office visits, medically indicated surgeries, elective sterilizations*, deliv-
eries, chemotherapy, radiology services, emergency room care, anesthesiology"
services, hysterectomy procedures*, consultations, second opinions prior to
surgery, assistant surgeon services, oral surgeon services, psychiatric ser-
vices.

*Appropriate consent forms shall [must] be completed prior to coverage of
these procedures.

Non-covered services include:

Most injections, supplies, drugs (except anti-neoplastic drugs, selected vac-
cines and Rhogam), cosmetic procedures, package obstetrical care, IUDs, dia-

phragms, prosthetics, various administrative services, miscellaneous studies,
post mortem examinations, surgery not medically necessary or indicated.
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DEPARTMENT FOR MEDICAID SERVICES

[ KENTHE-MEBFEATASSTSTANCEPROGRAM—(IMAP —SERHEES]

Limited coverage:

Certain types of office exams, such as comprehensive office visits, shail be
limited to one (1) per twelve (12) month period, per patient, per physician.
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PODIATRY SERVICES

Selected services provided by licensed
podiatrists shall be [are] covered b
Egegtggtzrggd;c?mfwedwa] Assistance] Program. Routme[mol care shaﬁl
nly for certain medical cond SUER re
requires professional supervision. tions where the [ ] care
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PRIMARY CARE SERVICES

A primary care center is a comprehensive ambulatory health care facility
which emphasizes preventive and maintenance health care. Covered outpatient
services provided by licensed, participating primary care centers include
medical services rendered by advanced registered nurse practitioners as well
as physician, dental and optometric services, family planning, EPSDT, labora-
tory and radiology procedures, pharmacy, nutritional counseling, social ser-
vices and health education. Any limitations appiicable to individual program

benefits shall be [are] generally applicable when the services are provided
by a primary care center.

PSYCHIATRIC RESIDENTIAL TREATMENT FACILITIES

Inpatient psychiatric residential treatment facility services are limited to
residents age six (6) to twenty—-one (21). Program benefits are limited to
eligible recipients who require inpatient psychiatric residential treatment
facility services on a continuous basis as a result of a severe mental or
psychiatric illness. There is no limit on length of stay; however, the need
for inpatient psychiatric residential treatment services must be verified
through the utilization control mechanism. RENAL DIALYSIS CENTER SERVICES
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RENAL DIALYSIS CENTER SERVICES

Free-standing renal dialysis center service benefits include renal dialysis,
certain supplies and home equipment.

RURAL HEALTH CLINIC SERVICES

Rural health clinics are ambulatory health care facilities located in rural,
medically underserved areas. The program emphasizes preventive and mainte-
nance health care for people of all ages. The clinics, though physician di-
rected, shall [must] also be staffed by Advanced Registered Nurse Practition-
ers. The concept of rural health clinics is the utilization of mid-level
practitioners to provide quality health care in areas where there are few
physicians. Covered services include basic diagnostic and therapeutic servic-
es, basic laboratory services, emergency services, services provided through
agreement or arrangements, visiting nurse services and other ambulatory ser-
vices.

[SEREEMNG—SERVIEES—

TRANSPORTATION SERVICES

Medicaid shall (may] cover transportation to and from Medicaid Program
(F4+1e—*HX] covered medical services by ambulance or other approved
vehicle if the patient's condition requires special transportation.

Also covered shall be f%i] preauthorized non-emergency medical trans-
portation to physicians and other non-emergency, Medicaid-covered )
medical services when provided by a participating medical transportation
provider. Travel to pharmacies shal1§;ug not be covered.
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VISION SERVICES

i i i i i formed by optome-
inations and certain diagnostic progedures per :
Ei?gts shall be [are) covered for rec1p1ents_of all ages. ,Profess1on21
dispensing services, lenses, frames and repairs shall be [are] covere

for eligible recipients under age twenty-one (21).

PREVENTIVE HEALTH SERVICES

Preventive Health Services shall be provided_by health departmegts
or districts which have written aqreementsiw1th‘the Department for
Health Services to provide preventive and remedical health care to
Medicaid recipients.

** SPECIAL PROGRAMS*~*

KENPAC: The Kentucky Patient Access and Care System, or KenPAC, is a
special program which links the recipient with a primary physician or
clinic for many Medicaid-covered services. Only recipients who receive
assistance based on Aid to Families with Dependent Children (AFDC) or
AFDC-related Medical Assistance Only shall be covered under KenPAC.

The recipient shall [}aiﬂ choose the physician or clinic. It is especially

important for the KenPAC recipient to present his or her Medical Assistance
Identification Card each time a service is receijved.

ALTERNATIVE INTERMEDIATE SERVICES FOR THE MENTALLY RETARDED

AIS/MR:  The Alternative Intermediate Services for the ['-75 Mentally
Retarded[at+en) (AIS/MR) home- and community-based services project
provides coverage for an array of community based services that shal]
be (3<] an alternative to receiving the services in an intermediate

care facility for the mentally retarded and developmentally disabled
(ICF/MR/DD). ;ﬁgmmﬁnity mentat—heatth—eent Rge—F d—brovy
-these-services—
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DEPARTMENT FOR MEDICAID SERVICES

HOME- AND COMMUNITY- BASED WAIVER SERVICES

Eﬁﬂ%] A Home- and Community- Based Services program project provides
Medicaid coverage for a broad array of Home- and Community- Based
Services for elderly and disabled recipients. These services shall be
are available to recipients who would otherwise regquire the services in
a nursing facility. (SNF) Skilled Nursing Facility or (ICF) Intermediate
Care Facility. The services became available are statewide effective

July 1, 1987. These services shall be are arranged for and provided
by Home Health Agencies.

SPECIAL HOME- AND COMMUNITY- BASED SERVICES MODEL WAIVER PROGRAM

The Mode] Waiver Services Program provides up to sixteen (16) hours of
private duty nursing services and respiratory therapy services to dis-_
abled ventilator dependent Medicaid recipients who would otherwise
require the level of care provided in a hospital-based skilled nursing
facility. 1his program shall be limited to no more than fifty (50)
recipients.

HOSPICE

Medicaid benefits include reimbursement for hospice care for Medicaid
recipients who meet the eligibility criteria for hospice care. Hospice
care provides to the terminaily i1l relief of pain and symptoms.
Supportive services and assistance shall (ar€] also be provided to the
patient and [R4 family in adjustment to the patient's illness

and death. A Medicaid recipient (et+ent) who elects to receive hospice
care waives all rights to certain separately available Medicaid services
which shall Eé*é] also be included in the hospice care scope of benefits.
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Programs

The Department for Social Insurance, Division of Field Services local office
staff have primary responsibility for accepting and processing applications

for benefit programs administered by the Cabinet for Human Resources, Depart-
ment for Social Insurance. These programs, which include eligibility for Medi-
caid, include:

AFDC (Aid to Families with Dependent Children)
AFDC Related Medical Assistance
State Supplementation of the Aged, Blind, or Disabled

Aged, Blind, or Disabled Medical Assistance

[Refugee—Resetttement—Rrograms]

Any individual has the right to apply for Medicaid and have eligibility deter-
mined. Persons wanting to apply for Medicaid benefits should be referred to
the local Department for Social Insurance, Division of Field Services office
in the county in which they live. Persons unable to visit the local office
may write or telephone the local office for information about making applica-
tion. For most programs, a relative or other interested party may make appli-
cation for a person unable to visit the office.

In addition to the program administered by the Department for Social Insur-
ance, persons eligible for the federally administered Supplemental Security
Income (SSI) program also receive Medicaid through the Kentucky Medical Assis-
tance Program. Eligibility for SSI is determined by the Social Security Admin-
istration. Person wanting to apply for SSI should be referred to the Social
Security Administration office nearest to the county in which they live. The
SSI program provides benefits to individuals who meet the federal definitions
of age, blindness, or disability, in addition to other eligibility require-
ments.
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ELIGIBILITY INFORMATION

MAID Cards

Medical Assistance Identification (MAID) cards are issued monthly to recipi-
ents with ongoing eligibility. These cards show a month-to-month eligibility
period.

Eligible individuals with excess income for ongoing eligibility may be eligi-
ble as a "spend-down" case if incurred medical expenses exceed the excess in-
come amount. Individuals eligible as a “"spend-down" case receive one MAID
card indicating the specific period of eligibility. After this eligibility
period ends, the person may reapply for another "spend-down" eligibility peri-
od.

MAID cards may show a retroactive period of eligibility. Depending on the
individual circumstances of eligibility, the retroactive period may include
several months.

Duplicate MAID cards may be issued for individuals whose original card is lost
or stolen. The recipient should report the lost or stolen card to the local
Department for Social Insurance, Division of Field Services worker responsible
for the case.

Verifying Eligibility

The Tocal Department for Social Insurance, Division of Field Services staff
may provide eligibility information to providers requesting MAID numbers-and
eligibility dates for active, inactive or pending cases.

The Department for Medicaid Services, Eligibility Services Section at (502)
564-6885 may also verify eligibility for providers.

TRANSMITTAL #[7] 8 ‘ APPENDIX II, Page 2



CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES APPENDIX [I-A

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.ALD.) CARD

: . . Oeparmment for Social . .

(FRONT OF CARD) insurance case number. This hwﬁmlmh-“nnn
is NOT the Medioal Assismance :

Eligitilty period is the moneh, day and yeer ot

o cam eyt b

. . & card, . . |

“To cae is the dey eigibiity of this card encs "“"'““"":‘.:"'m

m.mmtndtmaummm.‘ N‘""‘. um.‘. Im"". "':‘

Dam || 48 ¢t 1 0y e
| e Y aew .
ifsued d 037G ot .
\mw& . ='
08-2700
Jane Smith
400 Block Ave,
ﬁummwsoy

Case name and sddress show 1 Pupoan
whom the card is maded. The name
in tis block may be that of a retasve
. orother nmreswd party and may not
be an eligible member., .
Cate ot Birth shows month and year
of birth of sach memober . Refer 10 this
4 block when providing senices imied
Name ot members eiigible for Medical . 3 age.
Assismnce benefits. Only hose

persans whase names are in this block
are sigible for K MA.P. benetits.

T AMCLIITTAl # R /47|
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CABINET FOR HUMAN RESOURCES

A

DEPARTMENT FOR MEDICAID SERVICES ”P(E::’?": §1"‘
KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.ALD.) CARD
(BACK OF CARD) ,
information © Providers.
Insurence idensfication
codes indicase type of
insurance coverage s
shown on he front of the
card in "ins.’ block.
g apbvaivedund wmosﬁvna
evationien N9, Fust 1. mm:&:-*-ﬁlmmm
care actiling. MGEDSRNS DVENINES, RATD RmIR S0enDEt.
mmm—mnmmum
““mmm““
plarving sarvisse,
£ Shoa i Gand SRSASVY YO FOCRAVD Medical GRre & A Srueaipinsn
fEad, 15 N0 SR UND SVIISs NSO SSrvions 1 YOu.
2 Youwil meshvs & AN airg & the frat ¢f each MOnSs 88 long &8 Yo &

. 16 Recipiers e ooy ot of SHE8 MUY FICHNVG Gmrpency hiedionid

oighis for Denuitih. FEr YOLT RINSSCHON, DIDESS iGN 6N 1he Ine buie,
ans Smuey Yo ol avd. ASMEVDSr That § B against 1he w tar
15 B0 TVE QRIS CEEICE T SOrRONS S50ad SN 1o frovt of il e,

4 lmmq‘—lmmnlnmﬂ

mnmu*mumm.m
Resourass. Divisian @ Medicnt Assistance.

B——
R 358 G4 Y0 ap

Notification 10 recipient of assignment
ta the Cabinet for Human Resources of

third party psyments.

h-.—_b.--h‘nmm‘.ﬂ“ﬁ
 ropert shanges suiating 10 etiglhiilly &r parasts G of S1 Sare Oy &8

-y
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CABINET FOR HUMAN RESOURCES

DEPARTMENT FOR MEDICAID SERVICES APPENDIX II-8

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION ( MALDJOM.B. ) CARD

(FRONT OF CARD)

Eligiiity period is e month, day andyearof |-

KMAP eiligibility representad by this cant. .
* From* date is frst day of eligiilty of this card. T | Medical Assistance idens
“To® cat i the cey eigbiity of this card encs Number (AID) Is t 10.7t meemter

?I:B thedambom. ,
nro.

[

]

« < THIS PERSON IS ALSO -
ELIGIBLE FOR GMB BENEFTTS « « +

Swmith, Jane 1234567890 210383 M|
Smith, Kdm

THIS CARD TO VENDORS WHEN
PLYING. FOR MEDICAL BENEFITS

Case name and adkiress show %
whom the card is mased. The name
in this block may be that of a relatve
or other ntwresmd party and may not
be an eligible member.
Cam of Birth shows month and year
of birth of each memober . Refer to this
‘ block when providing services limiwd
Name of members etgible for Medical 0 age.
Asssmnce benefts. Only those

persans whose names are in this block
are eagible for ICMA.P. benefits.

-~ A RICLIITTAL # A M=



CABINET FOR HUMAN RESOQURCES

DEPARTMENT FOR MEDICAID SERVICES : AP(PS:‘ED!) I1-8

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.ALDJQ.M.B.) CARD

— —

 (BACK OF CARD) |

. RECIPIENT OF SERVICES

1. This Carg may 50 vBed S GUMEIN GO SSNVIOES (M DANCIORING
mm~m~mm._
e tachiing, ISOIRENT MDORIIARS. MO AORER AQSNaEE,
COTERSDy MIran) NN GIMRSrS. &r CrICIONIIYG PIOVISers 6f haarng,

planning servoss.

2 Show TS Sie SASASVEr YOU recive Suadical Gre & Vs SRISEIIIIRS
iad, 1 0 DHNEE GRS SROVIISS TAEES SSN0ES 1 YOu.

2. You vl !cehe 8 AW 6ard & 1he frut &f Sach Monn &% Ny &8 YN &%
olghis o Senuiil. Fer YOUr DIGSCHEN. DINANS SN &N The ns bW,
arvd GanOY YO 8id avd. Remaroe Tt I § egmnm the w fer
10 40e T\ GArd euok he Persons dstnd 6N the frort of this card. i

4 lmm_-lmw"-nm‘

5t 8 ACIDISNE MDY 6t ¢f GUI0 MY FEOBNVG SITIFGENcy Medinig
SOrVICNS By AOVng T10 SVUVIder Gontact The Kenmucky Cabingt far IR
Rescmoss, Oivision of Medicel Assistance. -

2

T

BECIPENT OE ACRYCER: You 070 ey T 200 €2 v ey ® O Y = ——TT ]

a—-a---“' : e
Fodnras Iow proveses ¢or @ h-w—boﬂ-nhmmmmﬁn&hmh-‘-

]  Fepen ehanges ARERY 5 c8piiilly 6 SUrAStS B0 of S0 anre By SR

Notficason to recipient of ass Recipients signature is not required.
to the Cabinet for Human Resources of
third party payments.
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CABINET FOR HUMAN RESOURCES

DEPARTMENT FOR MEDICAID SERVICES

APPENDIX 1I-C

QUALIFIED MEDICARE BENEFICIARY IDENTIFICATION (Q.M.B) CARD

(FRONT OF CARD)

\ Blue

Number (MAID) is the 10-digit

_number required for biling medical

services on the claim forme

Tioity penod 1 the manth; Gy and year of

‘| QM8 eiigibility represensad by this card.

* From* date is first day of eligibility of this
card. "To® dam is the day eligibility of this
card ends and is not inciuded as an eigible

day.

Jane Smith
400 Block Ave.
Franidort, KY 40601

WA S0C ARV 114n |

SEEXING MEDICAL CARE

e —————————
ulzmntmmnscammvauooum

Name of member eigible 10 be &
Only the person whoss name is
in this block is eligible for Q.M.B.
benefits.

Medical insurance Code
indicates type of insurance
coverage.

[ ] TO

& MEDICARE PART § PREMAMS
| @ MEDICARE CO-INSURANCE

PLEASE SIGN IMMEDWTELY

Date of Birth shows month and
year ot birth ot efigible individual.

. e a8 i 9 Pt [T s




CABINET FOR HUMAN RESOURCES

DEPARTMENT FOR MEDICAID SERVICES APP(Ec!:ggt ) [1-C

QUALIFIED MEDICARE BENEFICIARY IDENTIFICATION (Q.M.B) CARD

R R
- (BACK OF CARD)
- : informasion 1o Recipients, including
. | Informaton © Providers. inciuding insurance fimitations, coverage and emergency
Identfication codes which indicate type of _care trough QMB.
insurance coverage as shown on the front of the

card in “Ins.® block. . oo /
\ .

\ [oem R p— -ﬁ.“

1. The individusl Aarma en thid Care 8 & quaitiey Medicare Sensliclary and . Sew " ot
mnmm-m-ﬂanmcm { ’
Oeductanies anvy. 1 Yarus atat any 88 pou ere cdelis

zo\mwmmmm sndarmeneibensiin) 'V OISR YRS FemIien, ems Spn 66 00 Sen el Ro e -
DN PrOCROUINA. SRS DN, 6 1Y DArTY NADARY, SNOUE DD GVecies X ————_p,

Cabinet far Hasvan Asscuwoss ' a cutis - -
o Madicaid Services SR T T
275 Eant Main Svest o -
Frarssen, KY 40521-0001
& Sy cass wons & $w Osparsaant S Sased
nsTenoe idenalcsten rewewn Onsly ehe

A—Part A, Medicars Ony " Ge=Chamoum
8—Pan 8. Medicare Ordy © He-teath Mairsresrns Organizatng
C-—Bah Pars A & 8 Maticare 4§ «=Other ang ¢ & Unimown
O=—8ius Cross Bhe Shate L —Alnars Parenrs Neurance
E~—Sius Crom Bls Sess Major Me=dons

Wesient . N==Unitad) Mine Werhere

FPrivase Medical NOENCS P—8lack Lung

™ GECIPENT OF SEROCES, Yoo S Law AAS J0LEDS s gl © PU Sy ety ey y——yT——
SAPCRMIE 080 Gh YRS SeRall
Foderas tow grovites tor @ $90.000 fine or Wvprisanmurt for § yor, &F SotR, (87 arvyens whe SEAY gives (iee INfarnmetien i spplying (er moden
seasmnun, fils 15 FURSFt SRANPES FUSENG (5 e60ihility, oF Sarwiits e of W caru By on Fuilgliis pueen.
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CABINET FOR HUMAN RESOURCES

DEPARTMENT FOR MEDICAID SERVICES

APPENDIX [I-D|

KENTUCKY PATIENT ACCESS AND CARE (KENPAC) SYSTEM CARD

(FRONT OF CARD)

Eliyibility period shows dates ot eligibility repre- .
santed by this card. * From* date is first day of
eligibility of this card. “To® dame is the day
eligibility of this cand ends and is not inciuded as
an eligible day. KenPAC services provided
during this eligibiity period must be authortzed
by the Primary Cars physician isted on this
card.

Dats

was
issued

Deparsnant for Social insurance Date of Birth shows monsh and
case number. This is NOT the year of birth of sach mamber.
‘ Maedical Assistance identfication Refer 1 this block whan - '
Number - . m“mum
Names of members eligible for KMAP.
Persons whoss names are in this block
have hePrimary Care provider isted
on this card.

ATTENTION: THIS CARD TO VENDORS WHEN
PLYING FOR MEDICAL BENEFITS

Case name and sddress show 1o
whom the card is mased. This person
may be that of & reiative or other
inmsrested party and may not be an

the caim form.

Maedical Assistance idensfication
- Number (MAID) is the 10-cigit number
reqared for biling medical servoes on

TRANSMITTAl # < (o)



CABINET FOR HUMAN RESOURCES

DEPARTMENT FOR MEDICAID SERVICES APlzar?gt) II-D

KENTUCKY PATIENT ACCESS AND CARE (KENPAC) SYSTEM CARD

(BACKOFCARD)
mmmommm-um 3 | information © Recipients, including
codes which indicaie type of insurance coverage as shown imitations, coverage and

" PROVSERS of SERACE [ A —
mm::-n::-m-u. Qg o sared % The -
Indicases ene QATONR Denas [
Snieres on Sach SilAY CHBSAINE BECHOY 88 COTEIINSS 6N onter [ o
for DayeTare 19 08 suse, -—ii---;‘*-——.-:;.—-‘..—- R
NOTE: mroimcw”un.u*.u—m now oo e
QuSSHINS FOQIINY GROVer SErSCIDEIA, HDS. G000 Snd Gusmien of &
beneses. PRERISER. STNLAN Dasl, & i Pary (aDily, $heuts 89 —
drecias w2 157 Human Asansces ey e U SIS, s Gautven, R0
—~ Osoarusms tor Mesicasd Sarvices p ARy, v ol
Franstan, KXY 40821 ——— d v "
erenss itanviteaten Sese ewe. . o o -

A=Sut A, legows Only | G=Chavems ~| bwen fover S 2 00 tns s s Gy Y 0 e

§—~Part 4. Medioass Only Ht-lontt\ Mairaresnns Orgenizasmn 0 00 PoNa o eap. wer -

C—8oth Pers A & 8 bissicams 4 =Other ane 1 ¢ Urirsem oy POV S——

O=8ss Crons Bhue Shie { —Alnem Perervre Susunce o anet -y oo Lt

E~8ive Crons v Shinis Majer Me-dione . vy Sy - e

Medion Nelnies Mine Wertorn Mndions Sarcom.
F=frivate Meduul tmewnoe P—Ggiack Lung
BEQIPEMT OF SEIRACEY Yo are Aureny astes Ao A8 200634 yus ap = [ 0 ennes @ Kot

-_--mmm.mum-dnmwnn—ﬂ

L3 gnmue
PR ——— '
m----unmn-—_—-omcunbmwﬂ::fmumo-r-ﬂ-

Notif 10 recivient of 855 Recipients signature is not required.
to the Cabinet for Human Resources of

third party payments.
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CABINET FOR HUMAN RESOURCES .
DEPARTMENT FOR MEDICAID SERVICES APPENDIX II-E

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (MLALD.) CARD FOR LOCK-IN PROGRAM -

(momogcmn') . S Mecical Assisaince identiication Number (MAID) s the -

1wmmummuamm
' . . lndﬁnhm. s
,wmmmdmymby
et i
cand. "To® card ends and Name and provider number of Lock-in
is notincluded as an elighbie dey. KMAP peyments wil be mited 10 this physicien
(with the excepiion of emergency servicss and
\ physician referral unisss ctherwise authorized by
the KMAP.
© COMMOIMWEALTH OF KENTUCKY \ /
CABINET FOR HUMAN ARSOURCES
Ammmummmm ' N\ |ecsanyremoo Pm?ﬂm .
APPLYING FOR MEDICAL BENEFTTS 2
FROM
ELIGELE RECPPENT & ACORESS '
T PHYSICUAN PROVDER
MEDICAL ASSITANCE
DENTICATION MABENR
.4 S

. MONTM YEAR PHARMACY PROVICER
. CASE NUMSER|
| semonem ene ron T s - R 100 ] ‘
!
nsurance
: Lot Code
Name and addiress of member eligible Btank
for Mediical Assistance benefits. All
eligible indivicuais in the Lock-in
Program will recenve & seperam card.

Assistance identfication Number. made © any parscipeting pharmacy,

provided notification and justificason
of he service is given © the lock-in
2 program.
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CABINET FOR HUMAN RESOURCES

DEPARTMENT FOR MEDICAID SERVICES . AP'(’ENI?K) II-E
con L ]

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M:A.LD.) CARD FOR LOCK-IN PROGRAM

(BACK OF CARD) _ )
Informasan 10 Providers; inciuding proce-
dures 10r emergency Yesmment, and
Identification of insurance as shown on the
front of the card in “Ine.* block,

/

. ATTENTION /7

You REhed T under Same Law IORS 308 66
T..:""' YU fght 15 G vty Prymant e Suan Sasighd $9 $ie Cabinet for the amuuss of medicet

1 hve mat e sbeve Siermmien ant agres wen
0 Precesuses 48 uined v SRRV 9 M
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APPENDIX III

MAP-343 (Rev. 5/85) - " Provider Numbe r: . .
(If Known)

COMMONWEALTH OF KENTUCKY
CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

PROVIDER AGREEMENT

THIS PROVIDER AGREEMENT, made and entered intq as of tﬁe 'day of

» 19, by and between the Commonwealth of Kentucky, Cabiﬁet
- for Human Resources, Department for Medicaid Services, hereinafter referred to

aslthe Cabinet, and

(Name of Provider)

. (Address of Provider)

hereinafter referred to as the Provider.
WITNESSETH, THAT:

Whereas, the Cabinet for Human Resources, Department for Medicaid Services,
in the exercise of its lawfuy] duties in relation to the administration of the
KentucKy Medical Assistance Program (Title XIX) is required by applicable federal
and state regulations and policies to enter into Provider Agreements; and

Whereas, the above named Provider desires to participate in the Kentucky
Medical Assistance Program as a

(Type of Provider and/or level oF care)

Now, therefore, it is hereby and herewith mutually agreed by and between
the parties hereto as follows: .

1. The Provider:

(1) Agrees to comply with and abide by all applicable federal and state
laws and regulations, and with the Kentucky Medical Assistance Program policies
and procedures governing Title XIX Providers and recipients. '

(2) Certifies that he (it) is licensed as a
if applicable, under the laws of Kentucky for the Tevel or type of care to
which this agreement applies.

(3) Agrees to comply with the civil rights requirements set forth in 4§
CFR Parts 80, 84, and 90. (The Cabinet for Human Resources shall make no
payment to Providers of service who discriminate on the basis of race, color,
national origin, sex, handicap, religion, or age in the provision of services.)



MAP-343 (Rev. 5/86)

(4) Agrees to maintain such records as are necessary to disclose the
extent of services furnished to Title XIX recipients for a minimu~ of 5 years
and for such additional time as may be* necessary in the event of an audit '
exception or other dispute and to furnish the Cabinet with any information
requested regarding payments claimed for furnishing services.

(5) Agrees to permit representatives of the state and/or federal government
to have the right to examine, inspect, copy and/or audit all records pertaining to
the provision of services furnished to Title XIX recipients. (Such examinations, .
inspections, copying and/or audits may be made without prior notice to'the Provider.)

(6) Assures that he (it) is aware of Section.1909 of the Social Security
Act; Public Law 92-603 (As Amended), reproduced on the reverse side of this
~ Agreement and of KRS 194.500 to 154.990 and KRS 205.845 to 205,855 and 205.990 .
relating to medical assistance fraud. ‘ : A

(7) Agfees to inform the Cabinet for Human Resources, Department for
Medicaid Services, within 30 days of any change in the following:

a) name;

b) ownership; _ ,
(c) licensure/certification/requlation status; or
. {d) address. ’

(8) Agrees not to discriminate in services rendered to eligible Title
XIX recipients on the basis of marital status. ‘ '

(9) (a) In the event that the Provider is a specialty hospital providing
services to persons aged 65 and over, home health agency, or a skilled nursing
facility, the Provider shall be certified for participation under Title XVIII
of the Social Security Act.

(b) In the event that the Provider is a. specialty hospital providing
psychiatric services to persons age 21 and under, the Provider shall be approved
by the Joint Commission on Accreditation of Hospitals. In the event that the
Provider is a general hospital, the Provider shall be certified for participation
under Title XVIII of the Social Security Act or the Joint Commission on Accredita-
tion of Hospitals. ‘

(10) In the event that the provider desires to participate in the physician
or dental clinic/corporation reimbursement system, Kentucky Medical Assistance
Program payment for physicians' or dentists' services provided to recipients of
the Kentucky Medical Assistance Program will be made directly to the clinic/
corporation upon proper issuance by the employed physician or dentist of a
Statement of Authorization (MAP-347).

This c]inic/cbrporation does meet the definition established for
participation and does hereby agree to abide by all rules, requlations, policies
and procedures pertaining to the clinic/corporation reimbursement system.

2. In consideration of approved services rendered to Title XIX recipients
certified by the Kentucky Medical Assistance Program, the Cabinet for Human
Resources, Department for Medicaid Services agrees, subject to the availability
of federal and state funds, to.reimburse the Provider in accordance with
current applicable federal and state laws, rules and requlations and policies
of the Cabinet for Human Resources. Payment shall be made only upon receipt
of appropriate billings and reports as prescribed by the Cabinet for Human
Resources, Department for Medicaid Services.

@7 -



_ - APPENDIX III
MAP-343 (Rev. 5/86)

3. Either party shall have the right to termminate this agreement at any
time upon 30 days' written notice served upon the other party by certified or
registered mail; provided, however, that theCabinet for Human. Resources,
Department for Medicaid Services, may terminate this agreement immediately for
cause, or in accordance with federal regulations, upon written notice served
upon the Provider by registered or certified mail with return receipt requested.

- Inithe event of a change of ownership of an SNF,,ICF, or fCF/MR/DD
facility, the Cabinet for Human Resources agrees to automatically assign this
agreement to the new owner in accordance with 42 CFR-442.14. '

5. _In the event. the named Provider in this agreement is an SNF,

ICF, br ICF/MR/DD this agreement shall begin on B » 19, with
conditional temmination on , 19 . and shall automatically
. terminate on , 19, unless the facility is recertified

in accordance with applicabTe regulations and policies.

PROVIDER . CABINET FOR HUMAN RESOURCES

. DEPARTMENT FOR MEDICAID SERVICES
BY: BY: -
Signature of Authorized Official Signature of Authorized Official
NAME : | NAME : ‘
TITLE: L. TITLE:

DATE: DATE:
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' MAP-344 (Rev. 3/91)

Kentucky Medicaid Program

Provider Information

| (Neme) 4 | . (County)
2.. - |
(Location Address, Street, Route No, P.0. Box)
3. | ' -
(City) . (State) (Zip)
4, .
(Office Phone# of Provider)
5. 2 '
(Pay to, In care of, Attention, etc. If different from above address.)
6. L
Pay to address (If different from above)
P

]. Federal Empioyee ID No.

8. Social Security No.

9. License No.

10. Licensing Board (If applicable):

11. Original license date:

12. Kentucky Medicaid Provider No. (If known)

13. Medicare Provider No. (If applicable)

14. Practice Organization/Structure: (1) Corporation
(2) Partnership __ (3) Individual
(4) Sole Proprietorship _ (5) Pubiic Service Corporation
(6) Estate/Trust _ (7) Government/Non-Profit

15. Are you a hospital based physician (salaried or under contract
by a hospital)? yes no
Name of hospital(s)




16.

17.

18.

19.

20.

21.

22.

If group practice, number of providers in group (specify provider type):

If corporation, name, address, and telephone number of corporate office:

Telephone No:

Name and address of officers:

If partnership, name and address of partners:

National Pharmacy No. (If applicable):
(Seven-digit number assigned by the National Council for Prescription Drug
Programs.)

Physician/Professional Specialty Certification Board (submit copy of
Board Certificate): —
st Date

2nd Date

Name of Clinic(s) 'in which Provider is a member:
st

2nd
3rd
4th

Control of Medical Facility:

___ Federal State __County __ City
—_ CharitabTe or religious

___ Proprietary (Privately-owned) ___ Qther



23.
24.
25.
26.

27.

28.

29.

30.
31

32.

33.

NEW Foidm

Fiscal Year End:

Administrator :

APPENDIX III

Telephone No.

Assistant Admin:

Telephone No.

Controller:

Independent Accountant or CPA:

Telephone No.

Telephone No.

If sole proprietorship, name, address, and telephone number of owner:

If facility is government owned, list names and addresses of

board members:

President or Chairman of Board:

Member:

Member:

Management Firm (If app]i;ab]e):

Lessor (If applicable):

Distribution of beds in facility:

Total Licensed
Beds

Acute Care Hospital
Psychiatric Hospital
Nursing Facility
MR/DD

NF or MR/DD owners with 5% or more ownership:

Name Address

)
%

of Ownership

Total Kentucky
Medicaid
Certified Beds




34.

35.

7.

Institutional Review Committee Members (If applicable):

Providers of Transpdrtation Services:
Number of Ambulances in Operation:
Number of Wheeichair Vans in Operation:

Basic Rate § (Includes up to ___ miles)
Per Mile $ Oxygen
Extra Patient § Other §

Has this application been compieted as the result of a change of ownership of a
previously enrolled Medicaid provider? yes no

Provider Authorized Signature: 1 certify, under penalty of law, that the infor-
mation given in this Information Sheet is correct and complete to the best of

my knowiedge. I am aware that, should investigation at any time show any falsi-
fication, [ will be considered for suspension from the Program and/or prosecu-
tion for Medicaid Fraud. I hereby authorize the Cabinet for Human Resources—to
make all necessary verifications concerning me and my medical practice, and
further authorize and request each educational institute, medical/license board
or organization to provide all information that may be sought in connection

with my application for participation in the Kentucky Medicaid Program.

Signature:

Name:

Title:

Return all enrollment forms, changes and inquiries to:

Medicaid-Provider Enrollment
Third Floor East

275 East Main Street
Frankfort, KY 40621

INTER-OFFICE USE ONLY

License Number Verified through (Enter Code)
Comments:

Date: Staff:
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APPENDIX III
MAP-344 (Rev. 08/85)

/'\
KENTUCKY MEDICAL ASSISTANCE PROGRAM
Provider Information
1. Name:
2. p
. Street Address, P. Box, Routg Number (In Care_of. Attention, etc.)
. . . "://
3. ’ _
City ~ - State Zip Code
4. _ |
L Area Code Telephone Numbgr
5. \ :
Pay to, In Care of, Attention, etc, (If drfferent from above)
5. .
Pay to Address (If different frai/iyévé}\\\
. 7. Federal Employer ID Number: / .
" 8. Social Security Number: ///
9. License Number: ///

10. Licensing Board (If Applikable):

11. Original License Date:

12. KMAP Provider Numbev/?lf Known) :

//Health Maintenance /_/ Profit
Organization

I
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MAP-344 (Rev. 08/85)

~~S. If corporation, name, address and telephone number of Home Office: ///

Name: AN

Address: \\\§

A\

Telephone Number:

Name and Address of Offigers:

17. If Partnership, name apd address of Partnersy

18. National Pharmacy Number (I

(Seven-Digit Number Assigned by
National Pharmaceutical Association)

19. Physician/Professional 1/

Ist

2nd | ' /% . \\

3rd / ' \

20. Physician/Proféésiona] Specialty Certification:

Ist

Z2nd

3rd




pLD  FORM
. - APPENDIX III
MAP-344 (Rev. 08/85) -

Physician/Professional Specialty Certification Board: | //

Ist \ Date:

2nd \ - __Date:__ /
3rd \\\ _ 'Date:k,//f

22. Name of Clinic(s) in Which Provider is a Member:

1st

‘2nd L ' \\&
: 3rd _ \Qx '
- 4th \\ '

23: Control of. Medical Facility:

/_/ Federal [/ State // Coun
/_/ Proprietary (Privately owned

24. Fiscal Year End:

.. Administrator: 4/// ‘\\ Telephone No.

26. Assistant Administrator: . Telephone No.
27. Controller: /// : \\ Telephone No.
28. Independent Accountant oS/CPA: Telephone No.

\
Name \\ Address




OHLD . FolM

MAP-344 (Rev. 08/85) - = -

Y

3.
32.

-33.

34.

Management Fim (If Applicable):

Name: \

Address: \ ' -

Lessor (If Applicable):

Name:

Address:i \

Distribution of Beds in cility (Complete .for_ atl lévels of /a'/r;e):

SNF,

" /"Total Title XIX
Total Licensed Beds // Certified Beds

Hospital Acute Care
Hospital Psychiatric

Hospital TB/Upper
Respiratory Disease

Skilled Nursing Facility \ /
Intermediate Care Facility \\\ /
ICF/MR/DD : S
Personal Care Facility . /\
ICF, ICF/MR/DD Owners with Sé,or More ership: ,
4 / : Percent of
Name / Address Ownership

\
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35 Institutional Review Committee Members (If-Applicable):

BN | /
N

36. Providers of TranspoRtation Services: V4
No. of Ambulances in Opwegation:____ No. of Wheelchaip/Vans in Operation:
Total No. of Employees: (Enclose list of namesx/ages, experience & Training.) -
Current Rates: 1 o

A. Basic Rate $ (Includes up t miles.)
B. Per Mile’ $ _

C. Oxygen $ / E. Other

D. Extra Patient § ' $

der penalty of law, that the information

2/. Provider Authorized Signature: I cert’”f}\
complete to the best of my knowledge.

given 1n this Information Sheet is coprect a
I am aware that, should investigatigd at any Nme show any falsification, I will be
considered for suspension from the/ rogram and/Qr prosecution for Medicaid Fraud. I
hereby authorize the Cabinet for Human Resources\to make all necessary verifications
concerning me and my medical practice, and furtherNauthorize and request each educa-
tional institute, medical/licerse board or organization to provide all information
that may be sought in connectfon with my application Yor participation in the Kentucky
Medical Assistance Program., :

INTER-OFFICE USE/ONLY \\\
License Number’ Verified through (Enter Code)
Comments:
~/

/
Date: Staff:
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: . o APPENDIX III
CERTIFICATION ON LOBBYING
CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

The undersigned Second Party certifies, to the best of his
or her knowledge and belief, that for the preceding con-
tract period, if any, and for this current contract period:

1. No Federal appropriated funds have been paid or will
be paid, by or on behalf of the undersigned, to any
person for influencing or attempting to influence an
officer or employee of any agency, a Member of Con- .
gress, an officer or employee of Congress, or an em-
ployee of a Member of Congress in connection with the
awarding of any Federal contract, the making of any

' . Federal grant, the making of any Federal loan, the

entering into of any cooperative agreement, and the C
extension, continuation, renewal, amendment, or modifi-
cation of any Federal contract, grant, loan, or cooper-
ative agreement.

2. If any funds other than Federal appropriated funds

have been paid or will be paid to any person for influ-
encing or attempting to influence an officer or employ-
" ee of any agency, a Member of Congress, an officer or
employee of Congress, or an employee of a Member of

. Congress in connection with this Federal contract,
grant, loan, or cooperative agreement, the undersigned
shall complete and submit Standard Form-LLL "Disclo-
sure Form to Report Lobbying," in accordance with its
instructions. '

3. The undersigned shall require that the lanquage of
this certification be included in the award documents
for all subawards at all tiers (including subcon-
tracts, subgrants, and contracts under grants, loans,
and cooperative agreements) and that all subrecipients
shall certify and disclose accordingly.

This certification is a material representation of
fact upon which reliance was placed when this transac-
tion was made or entered into. Submission of this
certification is a prerequisite for making or entering
into this transaction imposed under Section 1352, Ti-
tle 31, U.S. Code. Any person who fails to file the
required certification shall be subject to a civil
penalty of not less than $10,000 and not more than
$100,000 for such failure.

SIGNATURE: S S TR C e e

NAME:

TITLE:

DATE:
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES
KENTUCKY MEDICAL ASSISTANCE PROGRAM

Provider Agreement Electronic Media Addendum

This addendum to the Provider Agreement is made and entered into as of the ____day
of , 19 ‘ by and between the Commonwealth of Kentucky, Cabinet for
Human Resources, Department for Medicaid Services, hereinafter referred to as the

. Cabinet, and : : ,
Name and Addr&ss of Prcv1der

hereinafter referred to as the Provider.

WITNESSETH, THAT:

Whereas, the Cabinet for Human Resources, Department for Medicaid Services, in
the exercise of its lawful duties in relation to the administration of the Kentucky
Medical Assistance Program (Title XIX) is required by applicable federal and state
regulatlons and. p011c1es to enter into Provider Agreements and '

Whereas, the above-named Provider partwlpates in the Kentucky Medical Assistance
-  Program (KMAP) as a .

(Type of Provider and/or Lewvel of Care) (Provider Nunber)

. Now, therefore, it is hereby and herewith mutually agreed by and between the
parties hereto as follows:

1. The Provider:

A. Desires to submit claims for services provided to recipients of the
Kentucky Medical Assistance Program (Title XIX) via electronic media
rather than via paper forms prescribed by the KMAP.

B. Agrees to assume responsibility for all electronic media claims,
whether submitted directly or by an agent.

C. Acknowledges that the Provider's signature on this Agreement Addendum
constitutes compliance with the following certification required of
each individual claim transmittal by electronic media:

"This is to certify that the transmitted information is true, accu-
.rate,.and complete and that any subsequent transactiens.which alteraz.::eosc
the information contained therein will be reported to the KMAP. I
understand that payment and satisfaction of these claims will be
from Federal and State funds and that any false claims, statements,
d or documents or concealment of a material fact, may be prosecuted

urder applicable Federal and State Law."

w Ikl affad =l .o
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D. Agrees to use EMC submittal procedures and record layouts as defined
by the Cabinet.

E. Agrees to refund any payments which result from claims being paid
J.napproprlately or inaccurately. )

F. .Acknowledges that upon acceptance of this Agreement Addendum by the
Cabinet, said Addendum becomes part of the previously executed Provider
Agreement. All provisions of ‘the Provider Agreement remain in force.

G. Agrees to refund to the State the processing-fee incurred for proces- -

...... sing any electronic- medla billing submitted with an error rate of 25%
or greater.
2. The Cabinet:

A. Agrees to accept electronic media claims for services performed by

. this provider and to reimburse the provider in accordance with estab-

. lished policies.

" B. Agrees to assign to the provider or its agent a code to enable the
_ media to be processed.

C. Reserves the right of billing the provider the processing fee incurred
by the Cabinet for all claims submitted by any electronic media billing
that are fourd to have a 25% or greater error rate.

P
Elthe.r party shall have the right to terminate this Addendum upon written notice
without cause.
PROVIDER CABINET FOR HUMAN RESOURCES
Department for Medicaid Services
BY: BY: '
Signature of Provider Signature of Authorized Official
or Designee
Contact Name: Name:
Title: Title:
Date: ‘Date:
Telephone No.:
Software Vendor
and/or Billing Agency:
~— Media:
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES
KENTUCKY MEDICAL ASSISTANCE PROGRAM

PROVIDER AGREEMENT ADDENDUM

. This addendum Q\:he Provider Agreement, is madé/_’& entered into as of
"the day,of ' IQ___,/'/and between the
Commonwea Tth of Kentycky, Cabinet for Human Resources, Department for

Medicaid Services, héveinafter referred to the Cabinet, and

‘ Name
hereinafter referred to as A
WIN » THAT:
 \3esources. Department for Medicaid
Services, in the exercise.of law€ul duties in relation to the admini-
stration of the Kentucky Medj€al Assistance Program (Title XIX) s

required by applicable federal and stat regulations and polices to enter
into Provider Agreements; &

Whereas, the abov 'ham§d Provider parkicipates in the Kentucky
Medical Assistance Program as a

{Type of Provider gnd/or Tevel of care) ‘ rovider Number)

Now, therefore, it is hereby and herewith muty lly agreed by and
between the pa;fies hereto as follows: .

1. The P

vider: N

the Kentucky Medical Assistance Program (Title XIX) via‘electronic

(A:/Zfiires to submit claims for services provided to\ngt1p1ents of
'14 rather than via paper forms prescribed by the KHAP}\

8) Agrees to assume responsibility for all electronic mediq
/claims, whether submitted directly or by an agent. B

(C) Acknowledges that the Provider's signature on fhis Agreement
Addendum constitutes compiiance with the following certification
required of each individual claia transmittal by electronic media:

"This {s to certify that the transmitted information {s true,
accurate, and complete and that any subsequent transactions which
alter the information contained therein will be reported to the
KMAP. I understand that payment and satisfaction of these claims
will be from Federal and State funds and that any false claims,
statemnnti. or docum!nts or concealment of a2 material fact. may be

_ B a2
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(D) Agrees to use EMC submittal procedures and record youts as
efined by the Cabinet.

(ENAgrees to refund any payments which result f
paid\inappropriately or inaccurately, L

(F) Ackrowledges that.upon acceptance of thiS Agreement Addendum by
the Cabinet, said addendum becomes part of the previously executed

Provider Agreement. All provisions of the Provider Agreement '
remain in e. - 2

- 7
2. The Cabinet: /7
~ (A) Agrees to acchpt electronic/bedia claims for the services
to reimburse the provider in
(8) Agrees to assign to\
the medfa to be process:

Either party shall have t
notice without cause.

Provider . Cabinet for Human Resources
Department for Medicaid Services
- BY: 8Y:

Slgnature of Authorized

/
Signature /f Provider
. - 0fficial or Desfgnee

N;me: ///
Title: /47 | : ‘
// | _ Da_&\;
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Agreement Between the -

Kentucky Medicaid Program
and '
. Electronic Media Billing Agency
This agreement regards the submission of claims via electronic media to the Kentucky
Medicaid Program (KMP).
The has
(Name of Billing Agency)
entered into a contract with L - A .
‘ ’ o (Name of Provider)
, to submit claims via electrohic media for services provided to
(Provider Number) ‘ ‘ :
-KMP recipients. The billing agency agrees:
1. To safeguard information about Program récipients as required by state and
federal laws and regulations; ) . o
2. To maintain or have access to a record of all claims submitted for payment
for a period of at least five (5) years, and to provide this information
to the KMP or designated agents of the KMP upon request; T
3. To submit claim information as directed by the ﬁrovider, understanding the
submission of an electronic media claim is a claim for Medicaid payment and
that any person who, with intent to defraud or deceive, makes, or causes to
be made or assists in the preparation of any false statement, misrepresen—
tation or omission of a material fact in any claim or application for any
payment, regardless of amount, knowing the same to be false, is subject to
civil and/or criminal sanctions under applicable state and federal statutes.
4. To maintain on file an authorized signature from the provider, authorizing
~all billings submitted to the KMP or its agents. |
The Department for Medicaid Services agrees:
1. To assign a code to the billing agency to enable the media to be processed;
2. To reimburse the provider in accordance with established policies.
This agreement may be terminated upon written notice by either party without cause.
Signature, Authorized Agent of Billing Agency
Date:
Contact Name:
Signature, Representative of the
> B . Teleph No.:
Department for Medicaid Services erephone R0
~~Date: Software Vendor

and/or Billing Agency:

Media:
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APPENDIX IV
Agreement Between the ' Va
Kentucky Medical Assistance Program K
and ;
Electronic Medfa Billing Agency /////

T iskggreement regards the submission of claims via electpénic media to
the Q:kay Medical Assistance Program. .

The

(Rame of B11Ting Agency) . :
entered 1.to\: contract with ' a

(Name -,fﬁrov1der) ,
,» to submit claims /ji electronic medfa for

Provider N ér : ,.
services provided 0 KMAP recipients. T r/biiling agency agrees:

1. To safeguard { \-rmation about Pr-g‘im recipients as required by‘
state and feder;\\lrws and regu )tﬁons; -

2. To maintain a record,of all laims submitted for payment for a
period of at least five (5)/years;

3. To submit claim informa od/;s directed by the provider, understanding
the submission of an e ronic media claim is a claim for Medicaid
payment and that any pe oh who, with intent to defraud or deceive,
makes, or causes to e/made\or assists in the preparation of any
false statement, m{ representation or omission of a material fact in
any claim or application for any payment, regardless of amount,
knowing the same td be false, is\subject to civil and/or criminal
sanctions under/applicable state Wnd federal statutes.

4, To maintain o file an authorized :quature from the previder,
to\

authorizing /1ﬁ billings submitted .the KMAP or its agents.

The Department /6r Medicaid Services agrees:\\\ 1

1. To assig /a code to the billing agency to nable the media tc be
processed; .

2. To reimburse the provider in accordance with e{tablished policies.
\ .

This agreement may be terminated upon written not1ce‘by'g1ther party
witho.t‘cause. N

Signature, Authorized Agent of BifT}ng Agency

Date

Signature, Kepresentative of the
Department for Medicaid Services



APPENDIX V
CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES :
ADULT DAY HEALTH CARE SERVICES MANUAL

ADULT DAY HEALTH CARE PROCEDURE CODES

The Kentucky Medical Assistance Program locally aésigned Health Care
Financing Administration Common Procedure Coding System (HCPCS) codes
for Adult Day Health Care Services are as follows:

The f1rst digit is an X (left to right) and is a constant for the Home and
Community Based Services Waiver Program

- The second d1g1t is an R and refers to Adult Day Health Care Serv1ce

The third digit identifies the specific adult day health care service
prov1ded

Basic Daily Service

Physical Therapy Service
Occupational Therapy Service
Speech Therapy Service

NN ~O

The last two digits identify'the primary procedure provided. Basic daily
services and ancillary services MUST be entered on separate lines.

XR0O00 Basic Daily Service

Units of Service: 1% day equals 1 unit
1 full day equals 2 units

TRANSMITTAL #8 [ & L APPENDIX V, Page 1



APPENDIX V

CABIMET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

ADULT DAY HEALTH CARE SERVICES MANUAL

ADULT DAY HEALTH CARE PROCEDURE CODES

XR400-XR499 PHYSICAL THERAPY SERVICES

XR400

XR401

XR402

XRE03

XR404
XR405

XR406
~ XR407

XR408
XR409
XR410

Initial Evaluation of pat1ent for Physical. Therapy Program

Patient Assessment for Physical Therapy Program through applying
muscle, nerve, joint and functional ability tests

Training and instructions for patient/family in setting up and
‘following a Physical Therapy Program

Fo]low-up visit to evaluate progress of therapy program established

" in #402 |

Gait evaluation and training '

Therapeutic exercise program by therapist (including muscle
strengthening, neuromuscular facilitation, sitting and standing
balance and endurance, increased range of motion

Transfer Tra1n1ng

Instructions in the care and use of wheelcha1rs, braces, crutches,
canes, prosthesis and/or orthotic devices

Breathing Exercises, Percussion/Postural Drainage/Vibration for
Pulmonary Functioning

Teaching compensatory technique to improve the level of independence
in activities of daily living

Other Physical Therapy visit (Identify in Item #15, Procedure/Supply
Description column) .

XR411-XR499

Units of Service - A unit of service would be a patient encounter.

TRANSMITIAL #8 L %77 — APPENDIX V, Page 2



CABINET FOR HUMAN RESOURCES

APPENDIX V

DEPARTMENT FOR MEDICAID SERVICES

ADULT. DAY HEALTH CARE SERVICES MANUAL

ADULT DAY HEALTH CARE PROCEDURE CODES

XR500-XR599 OCCUPATIONAL THERAPY

XR500
XR501
XR502

XR503
XR504
XR505
XR506
XR507

Initial Evaluation of patient's level of function for Occupational
Therapy Program

Visit for training for better coord1nat1on, use of senses and
perception

Therapeutic exercise program by therapist (including muscle strengthening,
neuromuscular facilitation, sitting and standing balance and
endurance, increased range of motion

Instructions for patient and/or family in setting up and following
an occupational therapy program

Follow-up visit to evaluate progress of patient and/or family in
following program set up in #503

Teaching compensatory technique to 1mprove the-level of independence
activities of daily living

Designing and fitting of orthotic and self-help devices (i.e. hand
splint for patient with rheumatoid arthritis

Other Occupational Therapy visit (Identify in Item #15, Procedure/
Supply Description column).

XR508-XR599

Units of Service - A unit of service would be a patient encounter.

XR600-XR699 SPEECH THERAPY SERVICES

XR600
XR601
XR602
XR603
XR604

Initial Evaluation of patient for Speech Therapy Program (Determ1nes
and recommends the appropriate speech and hearing service)

Instructions for patient and/or family in setting up and following
a Speech Therapy Program

Followup visit to evaluate the progress of Speech Therapy Program
set up in #601

Visit to provide rehabilitative services for speech, hearing, and
language disorders

Miscellaneous Speech Therapy visit (Please identify in Item #15,
Procedure/Supply Description column)

XR605-XR699

Units of Service - A unit of service would be a patient encounter.

TRANSMITTAL #3 L »7) APPENDIX V, Page 3



NEW FoRM

APPENDIX VI
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PLEASE ~PPROVED OMB-0838-5008
£O NOT | «
STAPLE ] =
TN THIS g::
(3
7 oca HEALTH INSURANCE CLAIM FORM pea Ty
I eDICARE TAEDICAD CHAMPUS CHAMPVA GROUP FECA OTHER| 1a. INSURED'S LD. NUMBER SCR PROGRAM IN ITE W ++
HEALTH PLAN __ BLK LUNG LA
T Meawcare /) [ itledicaid =) I (Sponscrs SSN) g (VA File &1 1 5 (SSN or 1D1 LUSSNI T (D) s
sl

2. PATIENT'S NAME {Last Name, Fnrst Name. Migcle intial)

3 PATIENTS BIRTH DATE
MM . DD YY SEX

M Fl

4. INSURED'S NAME (Last Narne, First Name. Middle inmiai}

5. PATIENT'S ADDRESS (No.. Street)

6. PATIENT RELATIONSHIP TO INSURED

Self D Spousefj chi[ ] Otner ]

7. INSURED'S ADDRESS (No.. Street)

ciry STATE | 8. PATIENT STATUS
SingleD Married D Other D
ZiP CODE TELEPHONE (incluge Area Code) .
Employed Full-Time Pan-Time
( ) Student Student

cIry STATE

ZIP CODE TELEPHONE (INCLUDE AREA CCDE}

() -

©. OTHER INSURED'S NAME (Last Name, First Name, Middle initial)

10. IS PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

D YES (:]NO

MM DD . YY

b. OTHER INSURED'S DATE OF BIRTH

SEX

u

b. AUTO ACCIDENT? PLACE (State)

DNO

D YES

Fl

¢. EMPLOYER'S NAME OR SCHOOL NAME

c. OTHER ACCIDENT?

11, INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH SEX
MM ; DD . YY

3 ; M FE

b. EMPLOYER'S NAME OR SCHOOL NAME

¢. INSURANCE PLAN NAME OR PROGRAM NAM=

d. INSURANCE PLAN NAME OR PROGRAM NAME

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

D YES D NO if yes. teturn to and complete item 9 a-a.

PATIENT AND INSURED INFORMATION

+

READ BACK OF FORM BEFORE COMPL
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE |

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE I authonze

10 process this claim. | also
below.

SIGNED

p

yment of g

14. £ OF CURRENT:
© DD . YY

ILLNESS (First s'
PREGNANCY(LMP)

DATE

pay of medical benetits to the undersigned physician or supptier Ior
services described below.

SIGNED

16. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS.
GIVE FIRSTDATE MM 1 DD

16. DATES P&\TIENT UNABLE TO WORK IN CURRENT OCCUPATION
FROM TO .

17. WAME OF REFERRING PHYSICIAN OR OTHER SOURCE

17a. 1.0. NUMBER OF REFERRING PHYSICIAN

16. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
. 0D, VY 0. YY
FROM . ; 10 :

12, RESERVED FOR LOCAL USE

20. OUTSIDE LAB? $ CHARGES

[Jves [Ino

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1.2.3 OR 4 TO ITEM 24E BY LINE) -j

22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.

PFﬁ(SICIAN OR SUPPLIER INFORMATION

{ & N I
B T 23. PRIOR AUTHORIZATION NUMBER
2 .
24, A 8 C D E £ G H 1 J K
DATE(S) OF SERVICE. Place | Type | PROCEDURES, SERVICES, OR SUPPLIES DAYS JEPSDT] RESERVED FOR
From ) To of of (Explain Unusual Circumstances) D'ACGONDOES|S $ CHARGES oR {Famiy| Lo | cop LOCAL USEO
MM [o]o] YY MM (o]0} YY iServicdService] CPTHCPCS | MODIFIER UNITS| Plan
- T
, |
) I
. f 1
i 4 ? ]
5, i ; .
PO | e L‘ B il e e W R R I R RIE T OREErRs 2 - P o i PG /Y 5 ey
: : |
| | |
" 73 FEDERAL TAX 1D NUMBER SSN EN 26. PATIENT'S ACCOUNT NO 27 ACCEPT ASSIGNMENT? |28 TOTAL CHARGE 29. AMOUNT PAID 1 20. BALANCE DUE
' . lFOY govi. c)axms see back) :
[

T1ves T . NO

S S

L2t \7 “URE OF F=VYSICIAN OR SUPPLIER

wythatthe &

NG DECREES OR CREDENTIALS
menis on ine reverse

01y 10 S LI 3°C {re Mmace a part thereot .

2 GNED

32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE
RENDERED (! otrer than home or oftice)

23. PHYSICIAN'S, SUPPLIER'S BILLING NAME. ACDRESS. ZIP CCRE
& PHONE #

PiNz ' GRP#

AFPROVED BY AMA CCUNCIL ON MECICAL SERVICE 6 68Y

PLEASE PRINT OR TYPE

<0
FORM RRB-1500

FORM HCFA-1800 12
FORM QOWCP-* 20
FORM OP 050191

3
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APPENDIX VI

PENT LAST NAME T2 FiRST NAME 73 M 4 MEDICAL ASSISTANCE 10 NUMBER
1
i
- 1
i
1
. , I O A I
§ CHECK 80X IF° 6 IF PATIENT HAS HEALTH INSURANCE. ENTER THE NAME AND ADORESS OF COMPANY AND POLICY NUMBERS RECIMENT
1) PATIENT WAS IN ANY KIND| DATE OF BIATH
OF ACCIDENT: OR
2) EMERGENCY ANESTHESIA
a - —
MO , OAY YA
7 ¥ CLAIM ACQUIRED A PRIOR | 8 INDICATE RATEGORY OF SERVICE $ ENTER REFERAING PROVIOERS 11 SEAVICES WERE
AUTHORIZATION ENTER THE . MEDICAID NUMBER OVIDED AS A uuuu
PRIOR AUTHORIZATION RTHING RENAL AUDIOLOGY - A EPSOT €
NUMBER HER hd TERS cumc i REFERAAL CHECK 80X
a2 ] ‘4 RSt st 2 HCB waIvER
. (200N “ NURSE ADULT DAY . | 10 ENTER REFERRISG PAOVIOCAS NAME
MIOWAFE 3 HEALTH
"‘ wﬂ‘ L AlS MR %ﬂr’m ’ D .t
12 (Y FIRST DIAGNOSIS \ OIAGNOSIS CODE
12) SECOND DIAGNOSIS \ OIAGNOSIS CODE
D % ) 17 A8 19 20 1
UNE | RATE OF SEAVICE |  PROCEDURE / SUPPLY DESCRIPTION ot DR Slars on 'otace SEE R T L s——
NO. . OISR COOE SERVICE'] SEAVICE | NOTE 121. | sLANNG CHARGE [
0. t oav ! va NOTE (1) *} NOTE 13 . 10/ ONLY)
=
7
4
ot )%
s
02 /
4
o /
(4] { #
o8 _/ \
o / \
7
/
os /
o / \
10 ,/ b
NOTE (11 PLACE OF SERVICE CODES 7 (MWy NURSING HOME C (ATC) RESIDENTIAL Note ‘Y:&TIA“L 23 :
1 M) INPATIENT HOSPITAL 4 (SNF) SKHLED NURSING TREATMENT CENTER ENTER DIAGNOS'S CHARGE H
OM) QUTPATIENT HOSPITAL FACILITY/ D ($TF) sPECIALIZED TREATED FROM BLOCK !
: :on DOCTOR'S OFFICE AMSUIL ANCE TREATMENT FACILITY 121 FRST 2 ::%S“A”OUNY 24 :
C (M PATIENT'S HOME 0(0L  OTHER LOCATIONS € (COR) COMPREHENSIVE SECONO ks S
—_—
s DAYCAREFACRITY(PSY) 4 1)  INOEPENDENT LASORATORY g‘:‘: "::'::;:mﬂ't- WOTE (31, W FAMRY 2:;4« SOURCES -
. NIGHT CARE FACILITY 8 (ASC} AMBULATORY SURGICAL £ (KDC) INOEPENDENT RIONEY PLANNG / OTHERWISE | &4 0
(rsY) /CENTER OISEASE TREATMENT CENTER | LEAVE BLANK CHARGE
26 PROFESSIONAL AENDERING SERVICE I DIFFERENT FAOM INVOICING PROVIOER BLOCK 30 | NAME 27 PROVIOER NUMSER N 20 WVOICE DATE
7 A\,
; .
/ [ DAY YR
\Q“MOWWW »-+ Thituisdis: comitythatdin iasegaing. information i tnes. acow oo compiets and TS SubeuiENEVIrNsCUNEANIE SETPRIITRIA ~ e =
MM.I&MMNK-MvW it Progr 4 unch ‘mmmmuumnumw“mm.“
thet eny feise cisimes, or ofa rini tact. may be pr Federsl or State isws.
7
’ \\
—~ ,r'/ SIGNED
i R NAME AND ADORESS 31 PROVIDER NUMBER W] 32 INVOICE MUMBER
33 NAME AND ADORESS OF ROSRYAL 34 HOSMTAL PROVIOER NUMBER 35 CUNIC PROVIOER NUMBER
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(REV. 7/91) §
/ . NEW, FOIRW APPENDIX VIII

THIRD PARTY LIABILITY
LEAD FORM

-
...Cipient Name : MAID #

Date of Birth : Address:

Date of Sefvice : _ To:

Date of Admission: ' Date of Discharge:

Name of Insurance Company:

Address

éolicy #: Start Date: End Date:

Date Filed with Carrier :

P~ “7rider Name : Provider #:

Comments:

Signature: Date:
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pubHicationrwhich—can—be—purchased—from—the—following

555

285+——81oodtoussyacute—
28-29~——~Hemo1yt+c.—

2869-—tron—deficiency{microcytic)
—{hypoechromic)-

28Y0———Peymicious”

2859———Seconda

28260 ——Sickie—Cell—
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—
[ -CABINET—FOR—HUMAN-RESOUREES

—BEPARTMENT FORMEDTCATD SERVITES

TRANSHITTAL &7 APPENDIX VIIT, Page 6
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37230 —Gonjunctivitis
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APPENDIX VIIT

INCONTINENCE—
7
7883 Urine (neurogenic bladder)
INFARCTION—
4349—Cerebral

4169—— Myocardial, -acute
412——— Myocardial, old—

ARPENDIX VITT ,4@«394_2_3
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' . -INJURY—
-923—Arm—~
-8540—————Brain—
8540 Head—
9596 Hip/Thigh
8599 Injury - Not otherwise-specified-
8678——Pelvis—
550 Sciatic N
9502 - _ Shoulder
9529———Spinat—
JNSUEFIGIENCY —
&5 —Bowet
(e St .
4292 ——GCardiovascular~
A .
4379————Cerebrovaseutar-
4148 Coronary-

Py : )
£$939———Renal
F8669—————Respiratory
45981 —  Venous

 ral_Of .
4599——Ischemia—
TSCHEMIC-HEART-DISEASE
43109 IschemicHeartDiseases—acute

I | 3 l‘ ID' ’ ':
7—4—99———3—6—1—!4—1:—4—1—5-&3—56—,—%5
5920 Kidney Stone {calculus)
2011—— Korsakeff's Syndrome {alccholic)
73— Kyphosis
13730——Kyphesceliosis

Crthiti
TRANSMITTAE—7
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APPENDIX IX
PROVIDER INQUIRY FORM

EDS B Please remit both
P.O. Box 2008 COpies of the Inquiry
Frankfort, Ky. 40602 Form to €DS.
—_—
! Proviger Numper —] 1. Recipient Name (first. 1as1)
2. Proviger Name ang AdQdress ) f(, Medica) Assistance Numper
l 5. Billed Amount l 6. Claim Service Date
] 1. RA Date , 4. Internat Coatrol Numoer .
. ‘ I
LLLLELL L

9. Proviger s. Message

10.

Signature . Oate

Oear Provider:

This claim has been resubmitted for possible payment.

——— EDS can find no recorg of receipt of this ctaim. Please resubmit.
——— This ctaim paid on in the amount of :
—_ We do not understang the natyre of Your inquiry. Please clarify.
———EDS can fing no record of receipt of this ctaim in the l1ast 12 months.
—— This claim was paid according to Medicaid Quidelines,

This claim was denieq on for €08 code
Aged claim Payment may not be made for Services over 12 months old without proof that the claim was
received by EDS within one year of the date of service; and if the claim rejects, you must show timely

receipt by EDS within 12 montns of that rejection date. Claims must be received by ED0S every 12 months
to be considereq for payment.

Other:

€0 Date



APPENDIX X
MAIL T0:  EDS FEDERAL CCRPORATION
P.0. BOX 2009
FRANKFORT, KY 40602

ADJUSTMENT REQUEST FOLM

1. Original Internal Control Number (I.C.N.) EDS FEDERAL USE ONLY

! | ! | 1 1 | } { { { !

2. Recipient Name ' 3. Recipient Medicaid Humber

4. Provider Name/Number/Address 5. From Date Service [6. To Date Service

—— o 7. Billed Amt. | 8. Paid Amt. 9. R.A. Dat

10. Please specify WHAT is ta be adjusted on the claim.

11. Please specify REASON for the adjustment request ar incorrect original claim
payment.

IMPORTANT: THIS FORM WILL BE RETURNED TO YOU IF THE REQUIRED INFORMATION AND
DOCUMENTATION FOR PROCESSING ARE NOT PRESENT. PLEASE ATTACH A COPY
OF THE CLAIM AND REMITTANCE ADVICE TO BE ADJUSTED. :

12. Signature 13. Date

EDSF USE ONLY---DO NOT WRITE BELOW THIS LINE

Field/Line:
New Data:

Previous Lata:

Field/Line:
Hew Data:

Previous Data:

Other Actions/Remarks:

s



Tl Fort

MAIL TO: EDS —_— = .
L1 D X 2000 _ APPENDIX XI
FRANKFORT, KY 40602

CASH REFUND DOCUMENTATION

1. Check Number - 12. Check Aamount
|

3. Provider Name/Number/Address /4. Recipient Name
|

~15. Recipient Number
I

6. Fram Date of Service |7..To Date of Service - - [8. RA Date
I : I

9. Internal Control Number (If several ICNs attach RAs)

Reason for Refund: (Check appropriate blank)

a. Payment from other source = Oleck the category and list name
Bealth Insurance .(attach a copy of FOB)

Auto Insurance
Medicare paid
Other

b. Billed in erradr
c. Duplicate payment (attach a copy of both RA's)

If RA's are paid to 2 different providers specify to which provider -
number the check is to be applied.

d. Processing error OR Overpayment

Explain why

e. Paid to wrong provider

f. Money has been requested - date of the letter / /
(Attach a copy of letter requesting money)

g. Other

Contact Name Phone:




1)

2)

3)

4)

5)

6)

7)

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES
907 KAR 1:428

Incorporation by Reference of the
Adult Day Health Care Manual

Summary of Incorporated Material

May 1992

The Adult Day Health Care Services Manual is used by center
staff and participating providers of the Medicaid Program.
This manual is being amended to reflect any significant
policy changes which have been promulgated and approved in
the appropriate administrative regulation, and to show any
minor clarifications of policy or procedure which has been
made.

106 pages are being amended by the proposed regulation.
The changes are listed below.

The Table of Contents is being amended to add, delete, and
change headings to reflect the correct sections and page
contents. These changes have no major impact on policy.

The manual has been changed throughout to reflect the _
Medicaid Program or Kentucky Medicaid instead of KMAP, or
Medical Assistance Program. These changes have no impact
on policy. The pages with changes are cover page, Table

of Contents, pages 1.1, 2.1 - 2.8, 3.1, 3.2, 3.4, 3.6 - 3.8
4.1, 4.5, 5.1, 6.1, 6.3, 7.1, 7.3, 8.1, and 9.4 - 9.5.

The manual has been changed to reflect the new telephone
numbers for Electronic Data Systens on the following pages:
1.1, 6.4, 9.2, and 9.4. This has no impact on policy.

The section of eletronic media claims was deleted from
page 1.2 because it has been relocated on page 7.9 in the’
manual. This has no impact on policy.

References to patients throughout the manual have been changed

to recipients in order to be consistent. The pages with
this change are 3.5, 4.1, 4.2, 4.3, and 4.4. This has no
impact on policy.



907 KAR 1:428
Summary of Incorporated Material
Page Two

8)

9)

10)

11)

12)

13)

14)

15)

16)

17)

The section on medical records has been deleted from 2.8
because it has been relocated on page 3.10 in the manual.
This has no impact on policy.

The section on timely submission of claims has been moved
from page 2.8 to page 7.7, as it was felt this was a more
appropriate location in the manual. It was reworded for
additional clarification. This has no impact on policy.

The section entitled "Conditions of Participation” has been
revised to more clearly describe the procedures an agency
shall follow before participating with Medicaid. This does
not represent a change in policy but is a clarification.
Refer to page 3.1.

The section entitled "Provision of Adult Day Health Care"
has been totally revised to include additional information
about the process for being admitted to the HCB Waiver Pro-
gram and the process for the ongoing reevaluation. This
does not reflect a change in policy but is included for
clarification. Refer to pages 3.3 - 3.4.

A new section on cash refund documentation procedures has
been included in the manual. This represents a clarification
of procedures. Refer to pages 9.8 - 9.10.

The change of owership section has been changed to also

state additional procedures to be followed when a provider
has a change in ownership. This does not represent a change
in policy by is included for procedural clarification. Refer
to page 3.8.

Additional information has been included in the manual
regarding third party liability. This does not represent
a change in policy but is included for procedural clarifi-
cation. Refer to page 6.3.

The billing procedures have been changed as the billing form
has been changed to HCFA-1500 (Rev. 12/90). Please refer
to pages 7.1 - 7.7.

Page 9.2 of the manual has been revised to show correct
procedures for submitting adjusted claims and refunds. This
does not represent a change in policy, only procedures.

Appendix I has been updated to reflect the current programs
available through Medicaid. Refer to Appendix I, page 1
through page 10.



907 KAR 1:428
Summary of Incorporated Material
Page Three

18)

19)

20)

Appendix II, page 1, has been revised to remove the refugee
resettlement programs as an eligibility program under the

Department for Social Insurance, as it is no longer a covered

program. This represents a change in eligibility programs
policy.

The Manual Appendix Section has been updated with the most
current revisions of the following forms: Provider Infor-
mation Form, MAP-344 (Rev. 3/91); Provider Agreement

Electronic Media Addendum, MAP-380 (Rev. 4/90); Agreement

Between the Kentucky Medicaid Program and Electronic Media

Billing Agency, MAP-246 (Rev. 4/91).

The Manual Appendix Section has been updated to include the
following new forms: Certification of Lobbying, MAP-343A
(Rev. 11/91); Health Insurance Claim Form, HCFA-1500 (Rev.
12/90); Third Party Liability Lead Form (Rev. 7/91); and
Cash Refund Documentation Form. The MAP-4 form was deleted
as it is no longer used. ‘



